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EDITORIAL 








The Doctor Should Know 


By RoBERT B. HOoMAN, JR., M. D., EL Paso 


The hospital bill is a frequent source of complaint 
as most physicians have discovered. During this era 
of spiralling inflation, hospital charges, like all other 
expenses, have risen to unprecedented heights. What 
do you, as a physician, do when you hear complaints 
in this regard? Do you merely shrug it off or perhaps 
agree that, the charges are exhorbitant? If you do, 
you afe missing an opportunity to improve patient- 
physician-hospital relations. 


The modern hospital is the physicians’ very active 
partner in patient care, and, as such, deserves your 
understanding and confidence. Certainly, if anyone 
should know the answer to the question of hospital 
costs, it should be the physician who depends upon 
the hospitals trained personnel, specialized and ex- 
pensive equipment and efficient operation. Peghaps 
some facts in this regard are worth discussing here. 


Hospital Topics Article 


In the June 1956 issue of Hospital Topics, the 
News Magazine for Hospitals, there is a very in- 
teresting article on nonprofit short-term general hos- 
pitals in the U. S. with comparative data from 1946 
to 1954. During this interval the number of such 
hospitals has increased 25.6 per cent and the number 
of beds a similar percentage. The percentage of oc- 
cupancy has decreased from 76.9 per cent to 72.5 
per cent. The average length of patient stay has 
decreased from 8.8 days to 7.5 days. 


On the financial side of this picture are the follow- 
ing facts: 


1, The total expenses per. patient day have in- 
creased in these years from $10.04 to $22.78 
or 126.9 per cent. 


2. Payroll expense per patient day has increased 
167.5 per cent (from $5.11 in 1946 to $13.67 
in 1954). 


3. The number of full-time personnel per 100 
patients has increased 32.7 per cent (from 156 
to 207). There are two employees for each 
patient. The major cause for this increase is 


NOVEMBER, 1956 


the shorter work week. Most hospital employees 
enjoy a 40 hour week as in other business or 
industry, 


4. The. hospital payroll constitutes 60 per cent to 
65: per cent of all hospital expense. From the 
remaining 35 per cent to 40 per cent, all other 
expenses of hospitaloperation«must be met —~' 
such as, food costs for patients and employees, 
general maintenance, replacement of equip- 
ment, supplies, linens, laundry, insurance, etc., 
etc. 


5. Total income per patient day has increased 
from $10.48 in 1946 to $23.31 in 1954 — per- 
centagewise 122.4, 


6. Despite increases in income, the per cent of 
patient income to total income averages only 
90.4 per cent. This means that many hospitals 
require donations to balance the budget. 


Specialist Personnel 


Adequate patient care requires highly trained per- 
sonnel — management, nurses, dietitians, technicians. 
These ‘‘specialists” should be paid according to their 
training, experience and ability. It should be super- 
fluous to reiterate that these services must be pro- 
vided twenty-four hours every day including Sundays 
and holidays. 


Your hospital is caught up with every business or 
occupation in this spiral of high costs and high 
salaries. Its product, specialized service, must in- 
crease in price as every other commodity or service 
becomes more expensive. 


SARCOIDOSIS 
Effects Of Cortisone In Sarcoidosis. A Study 
Of Thirteen Patients 
Siltzback, L. E., Am. ]. Med. 12:139, 1952 

Results were very encouraging. Definite clinical 
and biopsy evidence of suppression of the disease 
process occurred in the majority of patients. Relapse 
upon cessation of cortisone was the rule, although 
sustained remission may sometimes occur. 
Clinical Clippings, July, 1952. 
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CURRENT THERAPY 





The Bioflavonoids in Obstetrics 


By Harry W. Demarest, M. D., Et Paso* 


In recent lay publications considerable attention 
has been centered on the use of the bioflavonoids in 
obstetrics. This type of literature reports the use ot 
these compounds most commonly in the treatment 
of threatened abortion and the prevention of eryth- 
roblastosis foetalis. Thus, in order to keep abreast 
of the well-read patient, as well as medical science, 
a short discussion of the applied theories of the med- 
ication follows. 


Bioflavonoids, Vitamin P, was originally described 
in 1936. In therapeutics it is usually combined with 
Vitamin C, and in further discussion this combination 
is referred to as the bioflavonoids. Discussion of the 
chemistry of these compounds is quite complex, the 
basic unit being the Gamma pyrone ring, to which 
the addition of hydroxyl groups, hydrogen atoms, 
magnesium ions, etc., results in the compounds known 
as the flavones, flavanones, catechin, rutin, and others. 
The biochemical activity of these compcunds has 
been shown to directly effect capillary permeability, 
probably through several mechanisms, but mainly in 
the synthesis of hyaluronic acid which forms the ce- 
menting substance of the endothelial cells. 


Continuing Controversy 


In studies of threatened abortion a controversy has 
continued for more than a century as to whether de- 
cidual hemorrhage is a primary or secondary effect 
in the sequence of spontaneous abortion. Modern 
concepts favor the death of the embryo as primary, 
with decidual hemorrhage secondary. However, much 
evidence’ to the contrary has been presented by such 
investigators as Javert and Stander. 


From their histologic studies of decidual biopsies 
they postulate that two primary mechanisms exist: 
(1) Venous distention, engorgement, and over dis- 
tention which leads to hemorrhage, and (2) Con- 
tinuation of .this hemorrhage due to imbalance of 
bleeding and clotting factors. The former condition 
is prevalent in the physiologic increase in maternal 
blood voluine, pelvic congestion, toxemia of preg- 
nancy, coitus to orgasm, hot baths, and fright. The 
latter condition occurs with hypoprothrombinemia, 
afibrinoginemia, calcium deficiency, and Vitamin C 


and P deficiency. 
Dramatic Showing 


These ‘ijithors have dramatically shown that during 
pregnancy the plasma Vitamin C level falls rapidly 
to a deficiency state between the twélfth to the six- 





*Dr. Demarest this month is substituting for Dr. Jack A. Bernard, 
regular conductor of this section. 
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teenth week of gestation. This coincides remarkably 
with the high rate of spontaneous abortion occurring 
toward the end of the third month. 


In addition, one must also consider that as many 
as 30 per cent of gynecologic patients have been found 
to be deficient in these vitamins, which would in- 
dicate a high percentage of women initiate pregnancy 
in a deficient state. Clinically, this low Vitamin C 
and P level can be evidenced during pregnancy in 
nasal, gingival, rectal and dermal bleeding. 


As concerns erythroblastosis, vascular integrity is 
of great importance, for if the maternal and fetal 
vascular systems can be maintained intact, no mixture 
of the incompatible blood types will occur. Thus 
there will be no maternal sensitization, no antibody 
reaction, and no destruction of fetal cells. 


Summary 


In summary, it is realized that spontaneous abortion 
may be the result of many factors, including hormonal 
imbalance, defective germ plasm, blighted ovum, poor 
implantation, uterine anomalies, cervical incompe- 
tence, and hemorrhagic tendencies. One must :not 
neglect investigation and therapy of any of these 
factors. 


The bioflavonoid therapy provides correction of 
only the latter condition. The use of the bioflavonoids 
in Rh incompatibility has some value in indirectly 
preventing erythroblastosis by maintaining the in- 
tegrity of the maternal and fetal vascular system. 


Commercially the bioflavonoids are marketed by 
several companies. U. S. Vitamin Corporation pro- 
duces C. V. P. and Duo C. V. P., the former contain- 
ing 100 mg. of Vitamin C and 100 mg. of Vitamin 
P. This preparation is comparable to Bi- Flavin, mar- 
keted by the Carr Pharmaceutical Company. Duo 
C. V. P. is twice the strength of C. V. P. Therapeu- 
tically, in threatened abortions two capsules of the 
bioflavonoids are given four times daily until the 
sixth lunar month. A similar dosage schedule is 
maintained in Rh problems until the seventh or eighth 
lunar month. 





ACTH — BURNS 
Effect Of Adrenocorticotropic Hormone On The 
Survival Of Homografts 

Butterfield, W. ]. H., et al., Lancet 1:737, 1952 

The influence of ACTH on survival of homografts 
was studied in 3 burn patients. In 2 subjects the grafts 
survived for an unusually long time. However, all 
grafts finally degenerated. Length of survival seemed 
to be related to intensity of adrenocortical response. 
Clinical Clippings, August, 1952. 
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Edited by Andrew M. Babey, M. D., Las Cruces, N. M. 





APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 
(Continued) 


27. “It is an interesting observation that the pa- 
tients who have repetitive attacks of meningitis usual- 
ly have pneumococcal meningitis. In the last ten years 
we have had three patients who have had repeated 
attacks—one had four attacks of pneumococcal men- 
ingitis, a second had three episodes, and the third was 
a young boy with four attacks, who had a severe 
skull fracture as a result of an automobile accident’’. 
Louis Weinstein; American Practitioner; June 1955, 
P. 940. 


28. “Penicillin is a dangerous drug when given 
intrathecally, and if it is given improperly. There is a 
limit to the dose to be administered. I have seen pa- 
tients succumb to the administration of 260,000 units 
of penicillin given intrathecally; other writers report 
death in patients who have been given quantities as 
small as 100,000 units. On our service we never give 
an adult over 30,000 units; children never over 
10,000 units.’” Louis Weinstein; Joc. cit., P. 941. 


29. “I wish I could tell you how to treat tubercu- 
lous meningitis. I had this experience just a month 
ago: I was reading all the available literature on the 
therapy of tuberculous meningitis and I have never 
seen a more confused subject. Everybody tregts it 
differently. I can tell you what we do—whether that 
is good, bad, or indifferent, I do not know. We are, 
at this point, giving streptomycin and isoniazid, and 
giving one month of intrathecal streptomycin.” Louis 
Weinstein; Joc. cit., P. 942. 


Celiac Diets 


30. “All celiac diets, no matter how diverse, ap- 
pear to have produced excellent results, which, after 
all, is not too surprising in a condition with a ten- 
dency to spontaneous improvement, even though it 
be slow and punctuated by relapses.’’ L. Emmett Holt, 
Jc.; Journal of Pediatrics; April 1955 


31. “We have at present no simple clinical method 
for measuring fat absorption and may as well admit 
it.” L. E. Holt, Jr., Joc. cit. 


32. ‘The fact that a tumour in the flank can be 
pushed between a hand in front and one in the loin 
does not necessarily mean that the tumour is renal; 
all it tells us is that the tumour and the kidney move 
as one. In most cases a tumour that gives this sign 
is one arising in the kidney, but I have recently seen 
a large mucocele of the gall-bladder and a cystadeno- 
ma of the head of the pancreas give the same sign.” 
Sir Heneage Ogilvie; British Medical Journal ; Sept. 
24, 1949, P. 664. 


33. “I personally would discourage the injection 
of varicose veins at any stage. They should either be 
left alone or be treated by high saphenous ligation, 
a safe but no means simple operation that is nearly 
as badly done today as is that for hernia.” Sir Heneage 
Ogilvie; loc. cit., P. 665. 


Knowledge is Power 


34. ‘The human race has survived hitherto owing 
to ignorance and incompetence; but, given knowledge 
and competence combined with folly, there can be no 
certainty of survival. Knowledge is power, but it is 
power for evil just as much as for good. It follows that, 
unless men increase in wisdom as much as knowledge, 
increase of knowledge will be increase of sorrow. 
Bertrand Russell; British Medical Journal; Dec. 10, 
1949, P. 1307. 


35. “I think it is the duty of all who are capable 
of facing facts to realize, and to proclaim, that op- 
position to the spread of birth control, if successful, 
must inflict upon mankind the most appalling depth 
of misery and degradation, and that within another 
fifty years or so.” Bertrand Russell; /oc. cit., P. 1309. 


36. ‘Really high-minded people are indifferent to 
happiness, especially other people's.” Bertrand Rus- 
sell; loc. cit., P. 1309. 


37. “Psychologically, there are two. opposite mala- 
dies which have become so common as to be dominant 
factors in politics, One is rage, the other listlessness.” 
Bertrand Russell; /oc. cit., P. 1309. 


‘*Pointers”’ 


From the Case Records of Massachusetts General Hospital 1951* 
(Continued) 


25. “It is not ee to differentiate primary and 
secondary hyperparathyroidism on the basis of histo- 
logic study of the bone lesions, although in secondary 
hyperparathyroidism it is unusual to have cyst for- 
mation or pathologic fracture.” Joc. cit.; p. 540 
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26. “The preoperative x-ray finding that there 
was no expansile pulsation in the aneurysm did not 
influence my opinion particularly, as I have seen so 
many thoracic aneurysms that do not exhibit an ex- 
pansile pulsation until they can be actually palpated 
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through a thoracotomy incision. I used to believe it 
was necessary to observe an expansile pulsation by 
fluoroscope in order to make a diagnosis of a thoracic 
aneurysm. From experience I now know that this is 
not true.” Joc. cit.; p. 544 


27. ‘Patients with mitral stenosis who bleed usual- 
ly do so from the bronchial veins, which is an attempt 
by nature to develop a collateral circulation.” Joc. cit.; 
p. 581 


28. “I recall one case that Dr. Daniel Fiske Jones 
operated on years ago for an ischiorectal abscess in 
which the biopsy showed fat necrosis. Autopsy later 
on showed a pancreatitis that had dissected downward 
retroperitoneally into the pelvis and presented in the 
ischiorectal fossa.” Joc. cit.; p. 618 


29. “I think the size of the liver reported by the 
radiologists frequently is not accurate; usually they 
do better in estimating the size of the spleen.” /oc. 
cit.; p. 659 


30. ‘There are three anatomic considerations that 
come to mind when one encounters a stony-hard 
thyroid gland; carcinoma of the thyroid, thyroiditis 
of the Riedel type and a calcified gland.” Joc. cit.; 
p. 738 

31. “The striking symptom, that of bad odors, is 
characteristic of what is. called an “uncinate fit’’; 


these phenomena have been correlated with lesions 
near the tip of the temporal lobe, specifically the un- 
cinate gyrus.” loc. cit.; p. 782 


32. “In cases in which the localization is not al- 
ready clear or the cause of the disorder fairly obvious, 
I believe electroenchephalographic studies rarely give 
useful or crucial evidence explaining the nature or 
localization of a lesion” Joc. cit.; p. 785 


33. “There seems to be a tendency to blame any 
pain that a diabetic has on a neuropathy. That has 
occurred a number of times in recent months when 
the pain was clearly typical of some other disorder, 
as, for example, a ruptured intervertebral disk. Great 
caution should be exercised in making a diagnosis of 
diabetic neuropathy.” Joc. cit.; p. 905 


34. “In sarcoidosis, the terminal phalanges of the 
hands and toes particularly are involved in an osteo- 
porotic process sometimes so severe as to be very 
readily recognized.” Joc. cif’; p. 982 


35. “Joint involvement can occur occasionally in 
sarcoidosis, but it is not common.” Joc. cit.; p. 983 


*We are grateful to Dr. Benjamin Castleman, Hditor of ‘Case | 
Records” and Dr. Joseph Garland, Editor of ‘“‘The New England 
Journal of Medicine” for permission to publish these excerpts. 
They will appear regularly and cover the years 1951 through 


1955. 


Aphorisms Concerning Chest Diseases—Trauma 
By E. S. Crossett, M. D., Et PAso 


1. With injuries to the chest wall, pleura or lung, 
the normal anatomical and physiological function of 
the thorax is disturbed. The objective of treatment is 
to restore function to normal or as near normal as 
promptly and effectively as possible. 


2. Even with simple rib fractures, there is always 
an edema and an increase in bronchial secretions in 
the underlying lung tissue. If these secretions are not 
removed by coughing, they may result in bronchial 
obstruction with atelectasis and pneumonia developing 
in the obstructed portion of the lung. 


3. The use of nebulized alevaire or steam is help- 
ful in liquifying and loosening up secretions and may 
be used in selected cases. icedeoner is rarely in- 
dicated for removal of secretions as it is no more ef- 
fective than the tracheal catheter and is usually of only 
temporary benefit, while intra-tracheal aspiration with 
a catheter can be used as often as necessary. 


4. Strapping of the chest is occasionally useful in 
relieving discomfort. Care must be taken, however, 
not to interfere with ventilation or respiratory move- 
ments, Several strips of tape applied to one side of 
the chest will give some measure of relief and usual- 
ly will not significantly impair respiratory function. 
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Crushed Chests 


5. With high-speed automobile accidents occurring 
with such frequency, it is not unusual to encounter 
the crushed chest. This injury destroys the rigidity 
of the chest wall and produces what has been termed 
paradoxical respiration. A crushed portion of the 
chest wall becomes softened or flail so that it moves 
in and out with respiration in a reverse or paradoxical 
direction to the rest of the chest wall. Added to this 
loss of the normal bellows action of the chest wall, 
there are often contusions or lacerations of the lung 
itself, with resulting edema or hemorrhage into the 
lung parenchyma and bronchi. 


6. The crushing type of injury requires immediate 
measures to relieve the markedly impaired respiratory 
function. Fixation of the crushed chest wall, the re- 
moval of blood and air from the pleural cavity, and 
the maintenance of a clear tracheo-bronchial tree 
must be accomplished promptly. 


7. Of the greatest importance in the treatment of 
this injury, is the use of tracheotomy. This procedure 
in severe injuries is imperative. Tracheotomy by-pas- 
ses the larynx and thus reduces the resistance to the 
passage of air in and out of the trachea. This in itself 
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will reduce the effort required by the chest wall and 
the paradoxical motion is decreased. Also, tracheoto- 
my cuts down upon the dead space from the site of 
the tracheotomy of the mouth, which amounts to 100 
to 150 cc of air and thus increases the effective total 
exchange by that amount. Tracheotomy also provides 
a means for the effective removal of secretions and 
blood from the tracheo-bronchial tree. 


8. With all severe chest injuries in which there is 
dyspnea or labored respirations, a gastric tube should 
be introduced into the stomach and suction applied 
until the patient stabilizes, as gastric dilatation often 
accompanies or occurs with this situation. 


Real Danger 


9. The real danger from a pneumothorax is the 
development of positive pressure or tension in the 
pleural cavity. This may occur from a valvular leak, 
trom a lacerated lung or bronchus or from an open 
sucking wound of the chest. 


10. Unless there is marked distress requiring emer- 
gency decompression, X-ray films of the chest with 
the patient in the upright position should be obtained 
to confirm the diagnosis. Films taken in a supine posi- 
tion will often fail to reveal a significant pneumo- 
thorax when it is present. 


11. A very small pneumothorax usually requires 
no treatment other than rest and observation, although 
it must be realized that a small pneumothorax detected 
shortly after the injury may progress considerably in 
the subsequent 12-24 hours. 


12. In dealing with an acute tension pneumotho- 
rax, a needle may be introduced in the second 6 third 
interspace anteriorly and air aspirated. This, at best, 
is only of temporary benefit and should be replaced 
as soon as possible with an intercostal catheter at- 
tached to a water sealed bottle. 


TERRAMYCIN 


Experiences With Terramycin In Urinary And 
Genital Tract Infections 
Blakey, P. R., Canad. M. A. J, 66:151, 1952 


Prophylactic Terramycin therapy was found to re- 
duce the incidence of pyuria in patients undergoing 
genitourinary surgery. Good clinical results were ob- 
tained even in treatment of proteus infections. Dosage 


of Terramycin was 1.5 to 2.5 Gm. daily. 
Clinical Clippings, July, 1952. 


AIRSICKNESS 
Effectiveness Of Various Drugs In Prevention Of 
Airsickness 
Chinn, H. 1., et al., Proc. Soc. Exper. Biol. Med. 
73:218, 1950 
Dramamine and Benadryl were equally effective in 
preventing airsickness, However, hyoscine hydrobro- 
mide, 0.65 mg., and Benadryl, 50 mg., administered 
together, were more effective than either drug alone. 
Clinical Clippings, June, 1950. 
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Abstract 


MANAGEMENT OF SUPPRESSION 
OF LACTATION 


Shook, D. M.: Am. Pract. & Digest. Treat. 
7:917 (June) 1956. 


Whenever suppression of lactation is necessary or 
desirable, it should be accomplished with a minimum 
of discomfort and inconvenience to the patient and 
should not have unpleasant or dangerous sequelae. 
Stilbestrol, which has been used most extensively, 
has not been entirely satisfactory since secondary 
breast engorgement and lactation occur fairly fre- 
quently and withdrawal bleeding, at times severe 
enough to require transfusion, is encountered suffi- 
ciently often to constitute a serious objection to 
its use. 

One of the estrogenic substances to become avail- 
able recently is methallenestril, available under the 
trade name ‘‘Vallestril.” Early reports on the use of 
this substance suggested that it was a potent estrogen 
and remarkably free from untoward side effects. Of 
special interest is the relative absence of withdrawal 
uterine bleeding. It was therefore decided to evaluate 
the effects of the drug for the initial suppression of 
lactation in comparison with other substances. 


872 Patients 

Shook studied 872 patients who were delivered 
of viable infants over an eight month period, and 
who did not nurse. 

Vallestril was used in a daily dosage of 18 mg. 
for six days. The results were compared with those 
of stilbestrol and testosterone, placebo medication 
being used in the control group. 

The results indicate that in the doses used Val- 
lestril was highly efficient in preventing lactation, 
engorgement and pain, and, although stilbestrol was 
efficient in inhibiting lactation, a high incidence of 
re-engorgement or secondary lactation accompanied 
its use. Testosterone gave surprisingly poor results. 
It may be that the occasional delay in beginning the 
testosterone. medication has adversely affected the 
results, but this delay was in no case longer than 
24 hours. 

Summary 


In summary, Shook states that this study indicates 
that withdrawal bleeding and inhibition of normal 
involution of the uterus constitute a serious objection 
to the use of stilbestrol and that stilbestrol-treated 
patients usually have secondary lactation and breast 
engorgement; that testosterone is ineffective in sup- 
pressing lactation initially but is otherwise satisfactory 
in that secondary lactation and breast engorgement 
do not occur and there is no withdrawal bleeding; 
and that Vallestril does prevent breast symptoms 
and lactation initially, is not followed by secondary 
lactation and breast engorgement, does not result in 
withdrawal bleeding and does not inhibit normal 
involution of the uterus. 

He concludes that Vallestril is the drug of choice 
for the suppression of lactation in non-nursing 
mothers. 
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MEETINGS 





Southwest Obstetrical and Gynecological Society Will Meet in 
Tucson November 12 and 13 


The Sixth Annual Meeting of the Southwest Ob- 
stetrical and Gynecological Society will be held in 
Tucson, Arizona, November 12 and 13, 1956, with 
headquarters at the Arizona Inn. 


Guest speakers will be Dr. Bayard Carter, Professor 
of Obstetrics and Gynecology, Duke University, Dur. 
ham, North Carolina; Dr. Franklin L. Payne, Profes- 
sor of Obstetrics and Gynecology, University of Penn- 
sylvania, Philadelphia; Dr. Ralph A. Reis, Professor 
of Obstetrics and Gynecology, Northwestern Univer- 
sity, Chicago; and Dr. E. Stewart Taylor, Professor of 
Obstetrics and Gynecology, University of Colorado, 
Denver. 


Officers of the Society are Dr. Hollis H. Brainard, 
Tucson, President; Dr. Louis A. McRae, Albuquer- 
que, Vice President; Dr. Jesse A. Rust, San Diego, 
President-Elect; Dr. Zeph B. Campbell, Phoenix, 
Secretary; and Dr. Raymond Jennett, Phoenix, Treas- 
urer. 


Convention Committee 


Members of the Convention Committee are Dr. 
Raymond R. Bates, Dr. Raymond F. Bock, Dr. Max 
Costin, Dr. George Fraser, Dr. Richard K. Hausmann, 
Dr. Gordon J. Hippert, Dr. Howard C. James, Dr. 
G. Arthur Janssen, Dr. Charles J. Newcomb, Dr. 
Hermann S. Rhu, Dr. William C. Scott, and Dr. 
LaVern D. Sprague. 


A cocktail party and banquet Have been planned 
for 7 p. m. November 13 at the Arizona Inn. Dress 
will be semi-formal ; master of ceremonies will be Dr. 
Charles J. Newcomb. A program of social activities 
has been planned for physicians’ wives. 


Reservations are to be made directly with the 
Arizona Inn with time of arrival and departure to be 
indicated. 


Founded Six Years Ago 
The Southwest Obstetiical and Gynecological Socie- 
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ty was founded six years ago “‘to aid in the advance- 
ment of knowledge and improvement of Obstetrical 
and Gynecological practice in the Southwest United 
States”’. 


Inasmuch as there are no medical schools in the 
area covered by the Society, the group meets annually 
to hear outstanding men in its field. The meeting 
is a family affair for physicians and their wives and 
is designed to provide an opportunity for the discus- 
sion of common problems in the field of Obstetrics 
and Gynecology. 


Membership is not restricted to Obstetricians and 
Gynecologists and is open to general practitioners 
who have a special interest in the practice of Ob- 
stetrics and Gynecology. 


Membership in the Society may be acquired through 
the following steps: presentation of a letter of ap- 
plication to the Society's secretary with the endorse- 
ment of three members; approval of the application 
by the Society's counci!; and the payment of $25. 
The group is intended to be a select society with a 
high percentage of its membership in attendance at 
meetings. 


PROGRAM 


Sunday, November 11, 1956 
8:00 
Meeting of the Council of the Society 
Monday, November 12, 1956 
8:00 
Registration Opens 
9:45 
Call to Order 
Dr. Hollis H. Brainard, President, Tucson 
Announcements and Introduction of Guest 
Speakers 
Dr. Hermann S. Rhu, Tucson 


Scientific Program — Morning Session 


Presiding, Dr. Jesse A. Rust, San Diego 


10:00 
“The Vaginal Approach to Pelvic Pathology in 
Obstetrics and Gynecology” 
Dr. Bayard Carter 


11:00 
“Intra-Cavitary Radium for Benign Uterine 
Bleeding ; A Twenty-Year Follow- uP Study” 
Dr. Franklin L. Payne 


Annual Business Meeting 
12:00 
Presiding, Dr. Hollis H. Brainard 
Luncheon and Round Table’ 


12:30 
Presiding, Dr. Ralph A. Reis 
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Scientific Program — Afternoon Session 


Presiding, Dr. Preston T. Brown, Phoenix 


2:00 
“Management of Sixty-one Consecutive Patients 
with a Final Diagnosis of Carcinoma-In-Situ 
of the Cervix. Review of Results and Dis- 
cussion of the Election of Hysterectomy versus 
Conservative Management.” 
Dr. E. Stewart Taylor 


3:00 
“Diabetes and Pregnancy’”’ 
Dr. Ralph A. Reis 


4:00 
“Endometriosis” 
Dr. Bayard Carter 


Evening 
6:30 


Informal Entertainment 


Tuesday, November 13, 1956 
Scientific Program — Morning Session 
Presiding, Dr. Charles J. Newcomb, Tucson 
9:00 
‘‘Non-Obstetrical Surgical Complication of 


Pregnancy” 
Dr. Franklin L. Payne 


10:00 
“Placental Hormone Studies and Their Relation- 
ship to the Causes of Prematurity. Implica- 
tions of These Findings in Regard to Pre- 
vention and Treatment of Premature Labor” 
Dr. E. Stewart Taylor 


11:00 
“Complications of Obstetric Hemorrhage” 
Dr. Bayard Carter 


Luncheon Meeting 
12:30 
Presiding, Dr. Ralph A. Reis 


Scientific Program — Afternoon Session 

Presiding, Dr. Celso C. Stapp, El Paso 

2:00 
“Radiographic Studies of Urinary Stress Incon- 

tinence; The Therapeutic Application” 

Dr. Franklin L. Payne 

3:00 
“The Adrenal Gland in Gynecological Practice” 
Dr. E. Stewart Taylor 

4:00 
“Obstetric Analgesia and Anesthesia” 
Dr. Ralph A. Reis 


Evening 
7:00 
Cocktail Party and Banquet — Arizona Inn 
(Semi-Formal Dress) 
Master of Ceremonies—Dr. Charles J. Newcomb 
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Texas District One Medical Meeting 
Scheduled in Pecos February 12 


Dr. E. W. Schmidt of Pecos, President of District 
One of the Texas Medical Association, has announced 
that the annual District One medical meeting will be 
held in Pecos on February 12, 1957. 


Details of the program have not yet been completed 
but are expected to be announced in the near future. 
Other officers of the association are Dr. H. D. 
Garrett, El Paso, Vice-President, and Dr. John P. 
Dunn, Pecos, Secretary-Treasurer. 


Veterans Hospital, Grant County 
Society Schedule Program Series 


A series of programs to be held at the Veterans 
Administration Hospital at Fort Bayard, New Mexico, 
in conjunction with the Grant County Medical Society 
of New Mexico, have been announced by Dr. I. C. 
Eldridge, hospital manager. They are as follows: 


November 7: 


Dr. Eleanor H. Valentine, Director of the Veter- 
ans Administration’s Area Reference Labora- 
tory, Denver, Colorado, “Bone Marrow As- 
piration: A simple and useful diagnostic pro- 


cedure’, 
December 5: 


Dr. Charles D. Bussy, University of Texas South- 
western Medical School of Dallas, ‘Surgical 
Treatment of Peptic Ulcer”. 


January 2, 1957: 
Details to be announced. 
February 6: 


Dr. Joseph H. Holmes, professor and Head of 
Laboratory Medicine and Clinical Pathology, 
University of Colorado Medical Center at Den- 
ver, subject to be announced, 


March 6: 


Dr. John S. Chapman, Assistant Dean of Post- 
graduate education at University of Texas 
Southwestern Medical School of Dallas, ‘‘Col- 
lagen Diseases”. 


April 3: 
Dr. Charles J. Smyth, staff member of the Colo- 


rado Medical School at Denver, subject to be 
announced. 


The hospital staff meets jointly with the Grant 
County Medical Society for the programs at 8 p. m. 
on the first Wednesday of each month. Meetings are 
held in the classroom, Ward 1, (first floor of the 
east wing of the hospital). 
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Leiomyosarcoma of the Urinary Bladder* 
By Ropert F. THOMPSON, M.D., F. A. C. S., EL Paso 


Tumors of the urinary bladder of mesothelial 
origin are very rare in comparison with the usually 
encountered neoplasms of epithelial origin. And, 
even though sarcoma of the urinary bladder is a very 
uncommon type of tumor, leiomyosarcoma is even 
more rare. 


Historical 


The first case of sarcoma of the bladder was re- 
ported by Senflteben in 1861. The first case of 
leiomyosarcoma was reported by Gussenbauer in 
1875. Since then various authors have reported in- 
stances of this rare condition.1-*5 


In 1939 Kretschmer and Doerhing reported a case 
of leiomyosarcoma of the bladder and summarized 14 
cases from the literature. In the same year Shivers 
and Henderson reported a case. In 1943 Crane and 
Trembley added seven more. Other authors who have 
reported one case each are Petkovic 1946; Lev and 
Bell 1947; Mackles, Immergut, Grayzel and Cottler 
1948; Jones, Morus and Ross 1950; Bergman and 
Kugel 1950; Katzen 1952; Thomas and Abernathy 
1932. 


Price reviewed the literature in 1952 and found 17 
cases since 1943 to be added to the 19 instances re- 
ported up to that time. To this number he added one 
case. Cecil reviewed the literature again in 1953 and 
reported an instance of this rare tumor. The most 
recent contribution to the literature on this subject 
is by Sadler, Shelley and McCarty in 1954. Presum- 
ably the case to be described in this presentation is 
the fortieth instance of leiomyosarcoma of the blad- 
der to be reported. 


Leiomyosarcoma is three times more common in 
males than in females. It may occur at any age, yet 
it has been more, often found in middle-aged indi- 
viduals. 

Principal Symptom 

The principal symptom is hematuria but in many 

cases there is no blood in the urine and the main 


symptom is severe dysuria, produced by the marked 
infection which accompanies the growth. 


The tumor is usually lobulated and pedunculated 
and may occur in any portion of the bladder. For- 
tunately it is often located away from the ureteral 
orifices. The growth extends both locally and by 
metastasis and the prognosis is grave. 


Reference to the literature shows a marked varia- 
tion as to the degree of local infiltration and spread 


*Presented at South Central Section, American Urological 
Association, San Antonio. 
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by metastasis. The older writers commented on the 
extremely high mortality from rapid metastases and 
ufinary sepsis. The sepsis was produced by obstruc- 
tion to the ureters and vesical neck by the growth 
and pressure of the tumor mass. 


The more recent authors have observed that the 
tumor did not behave clinically in so severe a lethal 
fashion as was suggested by the histological picture, 
and that metastasis does not occur in the coo usual 
manner of other malignant growths. Further, it has 
been noted that these tumors grow outwardly and 
peripherally for some time before the mucosa is in- 
volved by inward extension with resulting hematuria. 
This was true with the case to be described. Whereas 
formerly the prognosis was very grave, at the present 
time, judging from the results in the more recent 
literature, a more hopeful attitude may be adopted 
concerning the possible beneficial results of surgery. 


Apparent Cures 


Several apparent cures have been reported after 
surgical removal of the tumor and there has been less 
evidence of recurrence or metastasis mentioned by 
recent authors as compared with the descriptions 
given by older writers. But despite this, there is only 
one 5-year cure to be found in the literature and the 
tumor must be considered as being extremely malig- 
nant. 


The patient of Bergman and Kugel lived 2 years 
following cystectomy and bilateral ureterocutaneous 
anastomosis. The patient of Hager and Hunt lived 
4 years after operation. Lev and Bell’s patient was 
well 1 month after operation. There was no follow- 
up comment. Cecil's patient was enjoying good health 
15 months after operation, while the woman upon 
whom Peiris and Cooray performed total cystectomy 
with ureteral transplantation, was alive and well 2 
years later. 


Longest Record 


The longest followup record is mentioned by Smith 
and Kellert whose patient was alive and well 10 years 
after segmental resection of the bladder wall. 


The next longest successful report is by Sadler, 
Shelley and McCarty whose patient was alive and 
well 3 years, 3 months after resection. The patient 
of Lash was reported well 3 years after operation. 
Cibert and Durand reported a patient as doing well 
2 years, 8 months following cystectomy and ureter- 
osigmoidostomy. 


The patient gen by Petrovic was alive and 
well 14 years after segmental resection. Flint and 
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Dick's patient was well 1 year following the same 
type of surgical procedure. Price reported his patient 
well and without evidence of recurrence 6 months 
after segmental resection. 


Very probably, the more favorable reports in the 
literature during recent years have been due to earlier 
and more complete removal of the tumor and with 
the accompanying infection being better controlled 
by modern antibiotics and urinary antiseptics. 


Case Report 


A man aged 57 was first seen on May 20, 1954, 
complaining of severe urgency, frequency and dy- 
suria. The symptoms had been present for several 
years but had become much worse in recent months. 
A voided specimen of urine was extremely foul and 
purulent, containing a large amount of sloughing, 


sandy debris. 


Cystoscopy disclosed the vesical mucosa to be great- 
ly inflamed with the presence of a large amount of 
sandy and sloughing material on the bladder floor. 
Considerable irrigation was necessary for proper vi- 
sion. Several masses covered with slough were ob- 
served to be projecting from the right upper wall of 
the bladder. 


Operation (May 25, 1954): Under spinal an- 
esthesia the bladder was opened and a huge, infiltrat- 
ing, lobulated tumor was found involving the right 
lateral wall and dome. It was covered with a thick 
necrotic membrane. An extensive segmental resection 
of the bladder was now performed removing the 
tumor mass completely. The small remaining portion 
of the bladder was sutured and the wound was closed 
without suprapubic drainage. An indwelling Foley 
catheter was left in the urethra. 


Gross pathology: This specimen represents the 
larger part of the urinary bladder (fig. 1). The 
specimen is oval in shape and measures 10 cm, in 
greatest diameter. The mucosa of the urinary blad- 
der has been transformed into a tumor mass. The 
tumor mass is composed of firm, pinkish-gray tis- 
sue, which projects into the lumen of the urinary 
bladder and forms irregular nodules which measure 
up to 5 cm. in greatest diameter. These nodules are 
covered with a necrotic membrane. On section the 
tumor has a thickness which varies between 1 cm. 
and 4 cm., and is composed of grayish-white, firm 
tissue, which in several places has grown up to the 
serosa of the urinary bladder. In other places a thin 
layer of muscle tissue about 4 mm. in thickness has 
been preserved. In addition a yellow necrotic mem- 
brane measuring 8 cm. in greatest diameter is pres- 
ent. Also present are, several membranous fatty pieces 
of tissue which measure up to 10 cm. in greatest 
diameter. 


Microscopic examination: The mucosa of the 
urinary bladder is destroyed by an ulcerative process. 
The wall is taken up by a tumor which is malignant 
in character. In the more cellular areas, the tumor is 
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composed of elcngated sheets of spindle-shaped cells 
with large, irregular nuclei with large nucleoli, and 
with many mitotic figures. In other places the tumor 
elaborates a large amount of collagenous intercellular 
substance with heavy scarring. The tumor is invading 
diffusely and is present on all sections taken from 
the wall of the bladder. See figure 2. 


Special Studies: The basic pattern on hema- 
toxylin-eosin shows the bundles of tumor cells with 
elongated, irregular nuclei and many mitotic figures. 
In the Van Gieson stain the tumor definitely accepts 
picric acid, which rules out collagenous fibers and the 
fibrosarcoma group. In view of the fibrillary pat- 
tern of the tumor, we are inclined to accept a sarcoma 
of muscular origin. The Zenker fixed material of 
this tumor stained with a Mallory phosphotungstic 
hematoxylin failed to reveal any cross striation. 
Therefore, we are excluding the origin from striated 
muscle for this’ tumor. 


+ 
Final diagnosis: Leiomyosarcoma of the urinary 


bladder. 


Convalescence was uneventful except that a large 
abscess developed in the wound. When this was 
drained, the temperature returned to normal and the 
remaining convalescence was uneventful, yet pro- 
longed. 


Four months later leakage of urine occurred supra- 
pubically and the patient experienced some difficulty 
in urinating. Cystoscopy disclosed the recurrence of 
marked bladder infection with the development again 





Fig. 1. Appearance of tumor found at operation 
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of a great amount of sloughing which was seen to be 


coming from the right lateral surface of the bladder. 


The patient was again hospitalized at which time 


steps were taken to combat the infection; deep x-ray 
therapy was also instituted. He appeared to be con- 
siderably benefited by the x-ray treatments and after 
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leaving the hospital he was able to return to his work 


in Mexico. 


For some time there was no word from him and he 


was not seen again. Later, it was learned that he died 
from urosepsis in May 1955, one year after the opera- 
tion. 





A 


Fig. 2. A, low power photomicrograph showing 
sheets of elongated spindle cells. B, high power pho- 
tomicrograph shotving cellular details with hyper- 
chromatic, giant nuclei and mitotic figures. 
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Emergency Management of the Burned Patient* 


By S. T. PASCALE, Capt. MC 
WILLIAM BEAUMONT ARMy HospirAL, Et Paso 


Appraisal of the Burned Patient 


Most of the basic requirements in the management 
of the burned patient are similar in military and 
civilian life, but the appraisal of the burned patient 
is more important in the military because of the prob- 
lem of proper disposition from a forward area, The 
magnitude of injury is based on two principle factors, 
extent of injury and depth of burn. The extent of 
burn is expressed as the percentage of the total sur- 
face body area. 


An efficient table for the rapid estimate of the 
extent of burn is the “rule of nines’, as developed 
by Tennison and Pulaski. The head and each arm 
are given nine per cent, the anterior trunk and pos- 
terior trunk, and both lower extremities are given 
double nine or eighteen per cent; and the genitals are 
given one per cent. For children, the extent of burn 
should be increased for the head and trunk and de- 
creased for the extremities. 


Three Categories 


Burns are divided into three categories based on 
depth, first, second and third degree. A first degree 
burn is characterized by erythema and involves only 
the outer layer of the epidermis. Healing usually oc- 
curs uneventfully in two to five days. 


It is sometimes very difficult for even the most 
experienced surgeon to distinguish between second de- 
gree and third degree injury. The etiology of second 
degree burns is usually hot liquids or a short flash, 
while a third degree burn is caused by flame. A sec- 
ond degree burn is pink or mottled red, with blisters 
or weeping. It is painful or hypesthetic. 


A third degree burn is white or charred, dry, and 
there is anesthesia in the area due to the burning of 
nerve endings. In appraising severity, other factors 
in addition to the extent and degree of the burn must 
be considered. Burns in some parts of the body are 
followed by such crippling defects that they should 
be regarded as serious even if they are of small ex- 
tent. 


These areas of functional importance are the face, 
hands, feet, external genitals and flexion creases. 
Burns of the respiratory tract are particularly serious, 
irrespective of the amount of surface area involved. 


Disposition of the Burn Patient 


It is important to classify burn patients according 
to the severity of the injury so that they can be di- 
rected to appropriate installations. The first priority 
includes all patients who have impending shock as a 


*From Symposium on Surgery in Acute Trauma delivered at 
William Beaumont Army Hospital, April 1956 
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result of burns involving more than twenty per cent 
of the body surface, and those who have burns com- 
plicated by other injuries, such as fractures or major 
soft tissue injury. 


After emergency treatment the patient should be 
transferred to the nearest mobile army surgical hos- 
pital. Second priority patients are those nonambula- 
tory patients in whom less than twenty per cent of 
the body surface has been burned. These patients 
usually do not require intensive treatment for shock 
and are therefore not considered to be emergency 
cases. 


They can be transported to the nearest evacuation 
hospital for definitive local wound care. Walking 
burn cases can be sent to an evacuation hospital for 
early care and if grafting is necessary, will be sent to 
a general hospital. ’ 


Care of Hospitalized Burn Patients 


Patierits with moderate or critical burns should be 
given emergency treatment and transported to a hos- 

ital immediately. If transportation requires less 
than half an hour the patient may be given a small 
dose of morphine and the burned areas covered with 
a clean sheet to prevent further contamination. 


If transportation requires a longer period, infusion 
of a plasma volume expander should be started. Pa- 
tients may be transported several hundred miles by 
air during the first twenty four hours without dele- 
terious effects, providing fluid and electrolyte re- 
quirements are fulfilled in transit. General supportive 
therapy should take precedence over treatment of the 
local burn wound. 


Morphine may be used for pain. It should be given 
in doses of eight to ten mg., intravenously. Severely 
burned patients frequently thrash about and are most 
uncooperative because of cerebral anoxia rather than 
the fact that they are having pain. The immediate 
and rapid infusion of a sufficient amount of a plasma 
volume expander ——— transforms an unruly pa- 
tient into a quiet and cooperative individual. 


In major burns of more than twenty five per cent 
of body surface, an intravenous cannula should be 
inserted and a Foley Catheter should be placed in the 
bladder. Plastic tubing may be threaded into the vena 
cava from the femoral vein and used for several days 
for intravenous infusion. 


Immediate Tracheotomy 


In the event that respiratory burn is suspected, an 
immediate tracheotomy should be performed. This 
procedure should be carried out as soon as there is 
suspicion of tracheobronchial damage, because to de- 
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lay until there is positive evidence of respiratory dif- 
ficulty may be too late. 


A tracheotomy should also be performed when 
there is a full thickness burn of the face. Tetanus 
prophylaxsis should be administered and anti-biotic 
therapy instituted. Penicillin and streptomycin should 
be used intravenously during the first twenty four to 
forty eight hours and may be continued intramuscular- 
ly after the period of shock has passed. 


Supportive Therapy 


Burns are characterized by capillary damage. Ede- 
ma follows burning because of vasodilatation and 
capillary permeability. Contrary to general belief, the 
visible surface losses constitute but a small fraction of 
the fluid lost from the effective circulation. 


Most of this fluid that is lost functionally is se- 
questrated beneath the burn wound. Third degree 
burns are even more misleading because they are 
characterized by a dry surface. The hard eschar may 
prevent obvious edema; nevertheless, large volumes 
of fluid extravasate into the deep tissues. 


Minimum Therapy 


In general, burns in adults that involve less than 
fifteen per cent of the body surface require only a 
minimum of supportive therapy. Colloid solutions 
are mot necessary and fluid requirements are satis- 
factorily met by an orally given electrolyte solution. 


A well-refrigerated salt-soda solution containing 
three grams of sodium chloride and one and one half 
grams of sodium bicarbonate per liter given orally 
is well tolerated by most patients. This solution is 
hypotonic and contains seventy millequivalents of 
sodium per liter. Isotonic electrolyte solutions are 
unpalatable and are tolerated very poorly orally. 


Intravenous Replacement Therapy 


Intravenous replacement therapy is required in 
more extensive burns. Several formulas have been 
reported by various clinics to estimate fluid require- 
ments. These should serve as a general guide but 
should not be an exact indication, because variations 
will always be present in the individual case, such as 
extremes of age, general physical condition, cardio- 
pulmonary status. 


The most popular formulas are those based on 
weight and per cent of body surface burned, as ad- 
vocated by Dr. Everett Evans of Richmond, Virginia. 
We will present here the modification of this formula 
used by the Surgical Research Unit at Brooke Army 
Hospital. 


The requirements for the first twenty four hours 
are computed as follows: colloid (blood or blood 
volume expander) one half cc a kilogram of body 
weight for each per cent of body surface burned; 
electrolytes, 1.5 cc per kilogram for each per cent of 
body surface burned; and approximately 2000 cc of 
glucose in water (this figure is governed by the 
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amount of urine output). The requirements for 
burns involving more than fifty per cent of body 
surface are calculated as though only fifty per cent 
had been burned. 


Plasma Suggested 


In second degree burns, plasma or plasma volume 
expander such as Dextran may be used. Whole blood 
is the colloid of choice in third degree burns. The 
electrolyte requirements are best fulfilled by the use 
of a balanced salt solution such as lactate Ringers, 
rather than glucose in isotonic saline solution. 


Extensively burned patients have a tendency to 
develop a metabolic acidosis, and the increase in the 
chloride ion following infusion of saline only tends 
to potentiate this acidosis. 


Since fluid losses are more rapid in the first few 
hours after injury, approximately one half the twenty- 
four hour requirement should be given in the first 
eight hours. 


In the second twenty-four hour period, require- 
ments of colloid and electrolyte are one half those 
of the first twenty-four hours. In addition, the pa- 
tient needs approximately two thousand cc of glucose 
in water. 


Fluid Administration 


The rate of fluid administration must be altered 
to ensure a urinary output of at least 30 cc and not 
more than 50 cc per hour. Also a falling blood pres- 
sure would obviously be an indication for a more 
rapid rate of fluid administration. 


After forty-eight hours the moderately burned pa- 
tient will be able to take oral fluids adequately and 
he will adjust to his own needs. But the critically 
burned patient may still present problems in fluid 
and electrolyte balance. 


The serum sodium level should be followed during 
this period, and enough free water must be given 
intravenously to be sure that the serum sodium level 
does not rise above 150 millequivalents per liter. 


This is important because a marked rise in serum 
sodium level means hypertonicity of the interstitial 
fluid, which will draw water from the cells and lead 
to intra-cellular dehydration. 


Hematocrit Good Guide 


After the first forty-eight hours the hematocrit 
serves as a good guide as to the adequacy of the 
blood volume. Sufficient blood transfusions should 
be administered to maintain a hematocrit of forty-five 
per cent. 


When food is not tolerated by mouth the admin- 
istration of potassium should be started intravenously 
on the second or third day, and continue until ade- 
quate oral intake has been established. 


From eighty to one hundred twenty millequivalents 
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of potassium daily should be given, and as long as 
urinary output 1s adequate, overdosage will be no 
problem. 


Nutrition 


There is a tremendous loss of nitrogen after a burn 
and this persists until all the open wounds are healed. 
The Surgical Research Unit at Brooke Army Hospital 
found that in severe burns there was a loss of nitro- 
gen of twenty five grams daily. 


These patients lost about one pound daily during 
this catabolic phase. The aim in the nutrition of burns 
is to maintain a maximum intake of proteins, calories 
and vitamins. This may be carried out with tube feed- 
ings of a high protein liquid, if the patient cannot 
maintain adequate intake. 


Hormone Therapy 


There has been great discussion about the use of 
ACTH or cortisone in the acute burn as a — 
measure. It is now felt that the patient liberates 
enough adrenocortical hormone after the insult of a 
burn, so that additional hormone therapy is not neces- 


sary. 


This may even be detrimental, because there is 
ample evidence that the administration of these hor- 
mones diminishes the patient's resistance to infection, 
which is a major problem in all burns. 


Problems in Atomic Warfare 


The treatment of casualties in an atomic disaster 
must be directed to methods where maximum ef- 
ficiency can be attained because of the enormous num- 
ber of casualties expected. In an atomic blast, two 
types of injury occur. 


Initially, large numbers of casualties will result 
from thermal burns, crushing injuries, and blast ef- 
fects. Injury from ionizing radiation, though sus- 
tained at the time of the blast, does not manifest 
itself for five to fifteen days. The irradiation syn- 
drome is characterized by infection, abnormal bleed- 
ing, anemia (hyponlasia of all elements of the bone 
marrow), and malnutrition. 


Immediate Casualties 


The treatment of the immediate casualties will be 
directed mainly to patients with burns, blast injuries 
and shock. With large numbers of burns, it would 
seem that the exposure treatment would be the most 
efficient local treatment, if no contra-indications exist. 
All wounds should be debrided as early as possible 
and anti-biotics should be used liberally to reduce 
wound infections. 


Any wound not healed by the end of the first week 
will break down further in the second or third week, 
(at which time there is marrow aplasia and pan- 
cytopenia). No surgery should be performed after 
the fourth or fifth day, if possible, because of the 
bleeding tendency and lowered resistance to infec- 
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tion. Elective surgery should be postponed for three 
to six months. 


Therapeutic Programs 


Therapeutic programs for irradiation sickness should 
include frequent blood transfusions, antibiotics, fluid 
and electrolyte balance, and a soft, low roughage diet 
because of the high incidence of extensive ulcerations 
of the entire gastrointestinal tract. 


DENTAL CARIES 


Selenium And Dental Caries 

Hadjimarkos, D. M., et al., ]. Pediat. 40:451, 1952 
Selenium, a trace element, is a normal soil constit- 
uent. It is absorbed from soil in minute quantities by 
vegetation. The amount of selenium excreted in the 
urine mirrors the intake of this element. These in- 
vestigators found a direct relationship between the 
prevalence of dental caries and urinary selenium con- 
centration. It is implied that selehium renders the 

teeth more susceptible to caries attack. 

Oregon State College 


Clinical Clippings, July, 1952. 


DERMATOLOGY 


Local Depilatory Action of Unsaturated Compounds 
Flesch, P. & Goldstone, S. B., ]. Invest. Dermat. 
18 :267, 1952 

While testing certain depilatory compounds Flesch 
and Goldstone found that local application of human 
sebum caused loss of hair in laboratory animals. The 
depilatory action of sebum could not be attributed 
solely to its squalene content. Sebum has previously 
been thought of as an inert lubricating agent. This 
is the first indication that a substance secreted onto 
the skin directly influences hair growth. A clue may 
have been found to the etiology of common male 


baldness. 
Clinical Clippings, July, 1952. 


OBSTETRICS 


Evaluation Of The Safety Of Corticotropin (ACTH) 
And Cortisone In Pregnancy 


Margulis, R. R. & Hodgkinson, C. P., Am. ]. Obst. & 
Gynec. 1:276, 1953 


Twelve young pregnant multiparous patients re- 
ceived ACTH and/or cortisone for more than 3 weeks 
in total dosage exceeding 1000 mg., and 16 patients 
were given relatively small doses of the hormones 
for short periods. It was concluded that neither hor- 
mone significantly altered electrolyte balance, pro- 
duced or aggravated toxemia, prevented ovulation or 
future conceptions, induced abortion, miscarriage of 
premature labor, or adversely affected the infant. 
Babies born of mothers receiving these hormones may, 
however, exhibit withdrawal symptoms suggestive of 
hypoadrenal cortical activity. There was no evidence 
that ACTH or cortisone caused edema or excessive 
weight gain, produced hyperglycemia or significantly 
elevated blood pressure of pregnant women. 

Clinical Clippings, June, 1953. 
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Di-Phenthane-70 in the Treatment of Tapeworm Infections 
By B. LYNN GoopLoE, M.D., EL Paso 


Although the incidence of tapeworms in humans 
is low in the United States, the diagnosis is a matter 
of concern because of the unsatisfactory therapy pre- 
sently available. Male Fern (aspidium oleoresin) has 
long been recommended, but the low efficacy in ad- 
dition to toxicity and complicated dosing procedure 
make this drug most undesirable. More recently re- 
ports on quinacrine hydrochloride (1,2) show rea- 
sonably good efficacy, but again the dosing procedure 
is complicated and toxic signs with emesis are fre- 
quent. 


For several years Di-Phenthane-70* has been mar- 
keted in veterinary medicine for the treatment of tape- 
worm infections in various species of domestic animals 
(3,4,5,6). The success of this drug in veterinary 
medicine and the general lack of toxicity reported, 
warranted a trial in humans. 


Method and Results 


When an intestinal parasite was suspected and the 
stool examination found positive for tapeworm by 
the presence of ova or proglottids, the patient was 
placed on Di-Phenthane-70 as follows: The patient 
was weighed and the dose calculated on the basis of 
200 mgs. per kg. of body weight. The required 
number of 0.5-gm. tablets were counted and dispensed 
to the patient with instructions to take two tablets 
every four hours with water until the complete dose 
was taken. No fasting or other preparatory measure 
was advised, and also no purge after dosing., The 
patients ate as usual during the dosing period. The 
patient is told to bring in stool samples for the day 
after drug administration and to watch his stool for 
gelatinous material. The patients had difficulty in 
discerning the gelatinous material as it is usually fecal 
colored, so they often reported mucous. These stool 
examinations revealed no formed worm, but occasion- 
ally a small section, not completely decomposed into 
gelatinous material, was found. Rarely were ova 
found. Many patients wait a month or so and come 
back with large weight gains and apology rather than 
stool specimens. Re-check for ova after about one 
month has revealed none in these patients so far, and 
none have reported passing segments of worms. 


The data on the 20 patients on whom treatment 
was attempted are shown in the accompanying table. 
In patient No. 2 drug administration was stopped 
after only 5.0 grams of drug due to a serious con- 
current illness unrelated to the tapeworm infection. 
Patients 16 and 17 were treated with an emulsion of 
Di-Phenthane-70 which was poorly tolerated. Emesis 
occurred and drug administration was stopped early. 
No adequate follow-ups were obtained on patients 
19 and 22. As determined by clinical improvement 


*Trade name for 2.2’-methylenebis (4-chlorophenol), marketed by 
Pitman-Moore Co., Indianapolis. 
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rOopital iced 
Patient |208¢ In|" Suring Species | toxicity! RESULTS 
Grams Trestanet of Tapeworm 
1 18 Yes Taenia saginata | None | Excellent 
2 5* No Taenia saginata| None | Insufficient 
Dosage 
3 20 No Taenia saginata | None | Excellent 
4 14 No Dipylidium 
caninum None | Excellent 
6 22 No Taenia saginata | None | Excellent 
8 20 Yes Taenia saginata | None | Excellent 
9 16 No Taenia saginata | None | Excellent 
10 16 No Taenia saginata | None | Excellent 
11 22 No Dipylidium 
caninum None | Excellent 
12 14 No Taenia saginata | None | Excellent 
13 26 Yes Taenia saginata | None | Excellent 
14 20 No Taenia saginata | None | Excellent 
15 16 No Dipylidium 
caninum None | Excellent 
16 4x No Taenia saginata | Yes = 
17 4x No Taenia saginata | Yes Insutficient 
18 22 No Taenia saginata | None | Excellent 
19 18 No Taenia saginata | None | Patient lost 
for determining 
results 
20 14 No Taenia saginata | None Excellent 
21 20 No Taenia saginata | None Excellent 
22 8 No Taenia saginata | None Patient lost 
for determining 
resuits 




















Dosage discontinued due to other ailments which were too se- 
vere to continue this treatment. 

Patients No. 16 and No. 17 were given suspension with severe 
nausea reaction which was caused by basic chemical supply 
impurities — toxicity consisted of a severe gastritis. 


* 


and absence of stool ova or proglottids following 
treatment, cures were obtained in each of the 15 pa- 
tients receiving the full dose and on whom follow- 
ups were obtained. 


Comments 


This preliminary clinical trial of Di-Phenthane-70 in 
human tapeworm infections looks as if a good prac- 
tical drug for this condition is at hand, Efficacy in 
this series was 100 per cent, and the bothersome and 
often impractical fasting and post-drug purging pro- 
cedures are unnecessary. No toxicity of any type was 
evidenced when two tablets were administered at 
four-hour intervals. Thus treatment on an outpatient 
basis is easy and practical, The economic significance 
of this would be of special interest to those areas of 
the world where tapeworms are most common, and 
simple, cheap procedures a necessity. 


When the drug administration extends over 24—to 
48—hour periods and no purge follows, the parasite 
is killed and well disintegrated before appearing in 
the stool. This makes finding of the scolex impos- 
sible, but such can only properly be done in a hospital 
and this treatment eliminates the need of hospitaliza- 
tion. In this series of patients the clinical improve- 
ment and the absence of ova and proglottids in fol- 
low-up stool examinations had to be relied on for 
evaluating efficacy of the drug. 


Two patients with infections of Enterobius ver- 
micularis were treated with tablets in the same man- 
(Continued on Page 684) 
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Odds and Ends in Occupational Medicine 


By JEROME W. SHILLING, M. D., Los ANGELES 
PART II 


Industrial Medical Association 


Originally the American Association of Industrial 
Physicians and Surgeons — Since April, 1951, In- 
dustrial Medical Association. 


The original organizational group, purpose of the 
Association, trends of thought and current concepts 
and growth factors have been mentioned. In 1915 
the original application for incorporation stated: ‘The 
object of this Association will be to foster the study 
and discussion of the problem peculiar to industrial 
medicine and surgery; to develop methods adapted 
to the conservation of health among workers in the 
industries; to promote a more general understanding 
of the purposes of the medical care of employees, 
and to unite into one organization members of the 
medical profession specializing in industrial medicine 
and surgery for their mutual advancement in the 
practice of their profession.” 


Little Change 


The above objectives as stated 39 years ago are not 
in any material variance with current thought. Through 
the years there have been changes in the By-Laws 
with the most recent revision April 26, 1951. 


Growth factors are related to, and a result of, 
growth of industry, and management and labor be- 
coming more cognizant of the importance of indus- 
trial health services, The result being that more op- 
portunities are developing for physicians to enter 
this field. In spite of this growth, membership in 
the I. M. A. and component societies is not propor- 
tional to physicians engaged in industrial practice. 


Component Societies 


In respect to component societies, Wilkins, G. F. ! 
in part states: ‘Industries in this nation and physicians 
who serve them are unevenly distributed being heavi- 
ly concentrated in some areas and sparse to absent 
in others. For this reason it never has been practical 
or feasible to establish components of our Association 
on a state society basis. Various groups with common 
industrial medical interests have grown up. Later a 
bond was formed between them and the I. M. A. by 
constituting themselves as a component society. I. M. 
A., in the earlier days, had no policy or set of condi- 
tions or standards regarding establishment of com- 
ponent societies.” 


“As a result, a few component societies came into 
being only to bloom briefly and then become defunct. 
Fortunately, however, others made steady progress 
both in activity and strength to become and remain 
the mainstay of the Association. The rather loose 
initial organization of the component societies, inso- 
far as their relationship with the I. M.A. is con- 
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cerned, has recently served to pose a number of prob- 
lems. Happily, these problems have resolved to the 
satisfaction of both Component Society concerned and 
the Association.” 


By-Laws 


By-Laws adopted April 1951 —- Three members of 
the nominating committee of six must be presidents 
of component societies. This committee selects candi- 
dates for election as directors. The directors in turn 
formulate the policies and guide activities of the As- 
sociation. Prospective members living in an area in 
which there is a component society, must enter I. M. 
A. by way of this component society. Rejection by a 
component society spells refection by I.M. A. Over 
50% now enter I. M. A. by way of component socie- 
ties. 


Decentralization of industries has been, and will 
continue to be, a forerunner to an ,increase..in num- 
bers of component societies. There are now eleven 
component societies. A division of a number of these 
societies into more localized segments appears most 
inevitable in the not too distant future. In fact, two 
such divisions will be completed before this year’s 
end; this in addition to formation of new societies in 
regions not already covered. 


District Counselors 


Placed in effect in 1946 with six initial districts. In 
1950 these original six were divided into twenty-two 
and now there are a total of thirty-two districts. An 
incomplete summary of the duties of a district coun- 
selor is as follows: 


A. General 


1. To advance the interests of the Association 
in their respective district. 


2. To promote the cause of Industrial Medi- 
cine by means of improved methods and 
with use of facilities of the Association. 


3. To constitute an active liaison for the Asso- 
ciation in its relations with individual mem- 
bers, component societies and the public. 


B. Specific 


1. To convey information regarding I. M. A. 
services and activities to members and com- 
ponent societies. 


2. To keep the Association advised of needs 
and desires of the membership within com- 
ponent societies. 


3. To keep Association advised in respect to 
those who would qualify for any appoint- 
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ments in organizational activities of the As- 
sociation, and/or to recommend to Associa- 
tion Headquarters those Fellows of the As- 
sociation who merit consideration for elec- 
tive office in the Association. 


4. To stimulate interest in local and regional 
industrial health meetings. 


5. To recommend Fellowship consideration of 
those in their district whom they feel qual- 
ify. 

6. To promote the growth and strength of the 
Association by stimulating new membership. 


7. To assist Association in selecting talent for 
their speakers’ group to cover local, regional 
and national meetings or conferences. 


8. To bring to the attention of Association 
Headquarters any Industrial Medical con- 
cern who merits consideration as a potential 
candidate for the Health Achievement in 
Industry Award. 


9. To assist O. H. I. in appropriate selection of 
Regional Institute Representatives. 


District Counselor 


It becomes increasingly evident that the district 
counselor is the ‘grass roots’, the “‘backbone’’, of the 
I.M.A.; a major factor in growth, character, and 
quality. A morning four hour meeting was first or- 
ganized in Atlantic City at the Annual Meeting in 
1951 and this portends to be a regular annual custom 
with increasing significance and importance. In the 
future, in addition to participation by district Coun- 
selors and assigned officers, all officers and directors 
are to be included. (This will also be the stated 
custom in respect to the Annual Meeting of the Com- 
mittee Chairmen.) 


It has been further agreed that the Chairman of 
the Council on Industrial Health of the I. M. A. will 
be officially invited to attend the I. M. A. Directors’ 
Meeting as an ex officio member. 


Trend of The Times 


In keeping with the trend of the times, and in the 
spirit and interest of our current concepts, our Presi- 
dent, Dr. R. C. Page, is reorganizing in respect to as- 
signment of responsibilities and, in effect, decentrali- 
zation and spread of various efforts and responsibili- 
ties is the keynote. Briefly, in addition to specific as- 
signments to all other officers, some of who hereto- 
fore have had assignments not sufficient to prepare 
them for the load that may be ahead, as of now and 
in the future, are to be held responsible for specific 
functions, and for efforts of Committee Chairmen 
and Directors who report through them to the Presi- 
dent. These changes have been necessary in view 
of recent growth, and necessity of relieving the Presi- 
dent and President Elect of duties becoming so ar- 
duous in nature. 
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To extend assignments to levels where formerly 
sufficient or material responsibilities have not been 
delegated, results in the development of a training 
ground at these other levels. In addition to now as- 
signing new and added specific tasks to these officers, 
six teams of two directors (one serving second year 
and one serving first year) have been appointed to 
serve, guide, and act as liaison officers between the 
chairmen of the various committees and the assigned 
responsible officer. It requires but little calculation 
in respect to ultimate benefits that are to be derived 
from ‘“‘lower echelon education” in organization, 
structure, efforts, and duties. 


Extent of Endeavors 


The magnitude and extent of endeavors is further 
emphasized by the fact that Officers, Directors, Com- 
mittee Members, District Counselors and Regional 
O.H.I. Representatives are located and perform in 
practically every region in the United States, Canada, 
and Hawaii. The stature, scope, distribution, and ac- 
tive workers involved are further indicated by the 
following: 


There are six Officers, twelve Directors, thirty-two 
District Counselors, twenty-six Committee Chairmen 
and one hundred thirty Committee Members. In ad- 
dition prior to the end of this year there will be one 
or more O.H.I. Regional Representatives for each 
Counselor District. This adds up to two hundred 
thirty-eight participants all with specific assignments, 
widely dispersed, and working within the framework 
of the organization with, and reporting through, levels 
as shown in the organization chart *. 


Occupational Health Institute 


History, purpose, objectives and structure of O. H. 
I. have been mentioned in the foregoing. The current 
status and most recent action covering the more per- 
tinent elements is as follows: 


On April 27, 1954, by action of the Board of Di- 
rectors, and on April 28, 1954 by action at the An- 
nual Meeting of the I. M. A., the trust was further 
amended. The name was changed from American 
Foundation of Occupational Health to Occupational 
Health Institute. It divorces the O. H. I. from the 
complete domination of the I. M. A. 


To retain I. M.A. influence in the O.H.I., this 
amendment specifies that the President and President 
Elect of I. M. A., shall be members of the new Board 
of Trustees of O.H.1., having full voting power; 
the President of I. M. A. shall be a member of the 
Executive Committee of the Board of Trustees and, 
at no time, shall non medical trustees exceed the num- 
ber of medical trustees. Other board representa- 
tives include management, nursing, and industrial 
hygiene. 


Trust of I. M.A. 


Since the O. H. I. is a trust of I. M. A., every mem- 
ber of I. M. A. will be interested in the increased ac- 
tivities of O.H.I. O.H. 1. will continue to: 
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. Carry on an educational program designated to 
promote sound health practices and programs 
in industry. 


2. Award its ‘Certificate of Health Maintenance’ 
to every organization or plant that merits it after 
a requested survey of its medical services has 
been made, and O.H.I. standards have been 
found in operation. (O.H. I. will continue to 
follow advice and guidance on_professiona! 
standards as set forth by I. M. A.) 


3. Provide educational material for medical di- 


rectors and staff. 


4. Establish fellowship programs for post graduate 
study in field of industrial medicine, nursing, 
and hygiene. 


5. Programs designated to provide industry with 
personnel, trained to promote, organize, and 
carry on with proper medical procedures. 


6. Develop research and other projects as needs 
are indicated and funds are made available. 


Education 


Most of us, while in school, never heard of term 
“Occupational Medicine’, and with the occasional 
exception of being told there was such a thing as 
“painter's colic with lead line and wrist drop’, we 
gtaduated with little or no ‘exposure’ to this vast 


field. 


Today approximately 80 per cent of medical schools 
in this country include the teaching of Occupational 
Medicine in their undergraduate curriculum and 
several more plan to start this year *. The low is one 
hour; the highest sixty-six hours with an average of 
17.7 hours devoted to this subject. Teaching methods 
include didactic lectures, seminars, presentation of 
clinical material, demonstrations, laboratory work, and 
field trips. The initial program started in 1914, the 
remaining have been organized since 1934. 


Recent Fund Grants 


Recent fund grants of $2,176,904 aid 80 medical 
schools; S. Sloan Colt * “These grants are evidence 
of growing partnership between Medicine and In- 
dustry. Our industrial productivity, national security ; 
even our capability for world leadership, all rests in 
part on high teaching standards in these schools.” 


In respect to graduate training in Occupational 
Medicine: The Committee on Education and Train- 
ing —I.M.A.° report; nine universities offering 
such courses. A total enrollment of forty-two with 
a curriculum covering a period of nine to thirty-six 
months study. Degrees, Master of Science, Master of 
Public Health in Industrial Medicine, Master of Pub- 
lic Health, Master of Industrial Health, Master of 
Industrial Medicine, Doctor of Industrial Medicine, 
Doctor of Public Health or Doctor of Philosophy are 
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granted following successful completion of prescribed 
course. 


Didactic Work 


Didactic work includes occupational diseases, public 
health, biostatistics, epidemiology, sanitation, indus- 
trial hygiene, personnel administration, human prob- 
lems of adjustment, ventilation, industrial air analysis, 
and eavironmental physiology. Additional work in- 
cludes research in plant assignments, and reports 
covering detailed surveys. 


Fellowships are ‘available in four universities and 
in the Atomic Energy Commission’s specialized pro- 
gram at four training centers. Added to the above, 
many short courses nct leading to advanced degrees 
are available. 


Certification 


Initially considered and discussed among I. M. A. 
officers, committee members, and members two dec- 
ades ago. The path leading toward certification has 
been long, tortuous, and steep. It has been quite 
evident that this is a most desirable step in order to 
recruit into this specialty, younger physicians and 
surgeons with ability, vision, foresight, and initiative 
to make it equal in prestige and accomplishment to 
any of the specialty fields in medicine. 


Suffice to mention here the current status omitting 
all the past and most of the current details, The 
Council on Medical Education, A.M. A., has been 
opposed to establishment of further independent 
specialty boards. Any approach to certification should 
be made through one of the existing specialty boards. 
It appears that application for the establishment of a 
Board of Occupational Medicine as an affiliate to the 
American Board of Preventive Medicine would re- 
ceive favorable consideration from all quarters. The 
Board of Occupational Medicine would: 


1. Elaborate its own training program; i.e. A. Two 
academic years. B. Field training one year. 


2. Retain representation on the Board in propor- 
tion to certificates in its group. 


3. Develop its own charter group. 
Special Competence 


Certificates would clearly certify special competence 
in either field (Preventive Medicine — Aviation Med- 
icine — Occupational Medicine.) (The above ap- 
proach has proven workable in Aviation Medicine. ) 


The Board of Directors, I. M. A., on February 22, 
1954 officially agreed to the approach through the 
American: Board of Preventive Medicine as a basis 
for certification of physicians in Occupational Med- 
icine as a specialty. The present interim American 
Board of Occupational Medicine is made up of four 
representatives from A. M. A., four from I. M. A., 
and Dr. Robt. A. Kehoe, Chairman, representing the 

(Continued on Page 676) 
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The Neurotic College Student 


By B. F. JENNESS, M. D., DiRECTOR OF HEALTH SERVICE, TEXAS WESTERN COLLEGE, EL Paso 


It is estimated by psychiatrists that two-thirds of 
the patients seen by the general practitioner of medi- 
cine are suffering from some disturbance of the 
mechanism by which psychic tension finds bodily 
expression. 


Having an interest in this field of medicine during 
more than a quarter of a century of school practice 
I record here some observations and notes from the 
health records of cases of neurosis seen among col- 
lege students. 


Freudian School 


According to the Freudian School of Concepts 
of the Psychoneuroses every neurotic person presents 
traits characteristic of a child. It has been stated by 
several authors that the so called emotional injuries 
in childhood are important factors in the neuroses of 
later years. These injuries make for a long neurotic 
period in the child, which is carried over into 
adolescent life. 


It is therefore important to search the family and 
personal history for conflicts which the patient passed 
through in perhaps very early childhood. 


These well known concepts have been the key 
factors in my studies of neurosis in students; and 
while the severe forms of psychoneurosis and psycho- 
sis have been rare, the milder syndromes of nervous- 
ness and pathologic fatigue, neuro-circulatory asthenia 
and anxiety neurosis have been frequently seen in 
our clinic. 


Increasing Cases 


In my earlier years as college physician I saw only 
occasional cases of neurosis, but I have been struck 
by the increasing number of cases in this emotional 
age when every disturbing phase of life of the teen- 
ager may bear down on an unstable nervous system, 
and when the effects of a broken home or lack of 
parental attention and love, so often seen now, only 
add to the burden of scholastic and school social life. 


These deficiencies affect not only the psycholo- 
gical life of students but their physical well being, 
particularly nutrition. The result of this complexity 
of life in our youth reaches its peak in college where 
the transition from child to adult takes its toll in 
the neurotic student. 


Other Causes 


Of course physical disease as a cause of neurosis 
in the student, as in other patients, must not be 
overlooked; also such defects as immature psycho- 
sexual development, speech defects and body deformi- 
ties causing frustration and inferiority complex. 


Maladjustment due to physical defects may date 
from early childhood. I recall one such case of a 
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girl, a brilliant student, who was admitted to the 
Health Service as a bed patient just before a final 
examination with a crying hysteria which continued 
for a day. She told with difficulty of some unknown 
fear, an imaginative frightening situation which she 
could not describe. 


Physical inspection and her health record showed 
only one possible clue — she had a slight impedi- 
ment in her speech. Late in the day she was dis- 
charged apparently normal. 


Nervous Child 


Her mother, contacted later, however, stated she 
was a nervous child and had stammered since child- 
hcod. Following up this case I found that she was 
suffering from an inferiority complex due to the 
defect which during childhood caused a social mal- 
adjustment when her playmates ridiculed her and 
mocked her speech. 


As a result she was introspective, going about 
the campus with head bowed and avoiding social 
contacts. Her main anxiety seemed to be the fear 
that she could never marry because of her speech 
defect. This seemed to be a typical case of neurosis 
due to emotional injury in childhood. 


Fear of Examinations 


The neurotic student, otherwise normal, is often 
terrorized by written examinations. Such cases report 
to the Health Service with symptoms of gastro- 
enteritis, the nausea and emesis lasting several hours. 


This reflex is-of course seen under various con- 
ditions in normal individuals, but in the neurotic 
child the symptoms are prolonged and in the case 
of students to the point of incapacity for hours or 
even days, and these cases are often repeaters in 
the Health: Service. 


Such cases go along with the opinion of psychia- 
trists that neurotic cases respond to slighter stimuli, 
and for a longer period than normal persons. 


Thwarted Romances 
Thwarted romances bring out a well known syn- 
drome of neurosis in some cases. Symptoms simu- 
lating neuritis, pleurisy — even appendicitis will 
present themselves. 


The female student whose emotional system is 
upset from this cause may become introspective, 
sullen, go without food and sleep or become hysteri- 
cal, the so called “lovesick’’ complex. 


But it is noted that these students who go so 
far as to simulate the reflexes of actual disease are 
nervous at other times, exhibiting psychologic fatigue, 
making much of trivial ailments in the Health Ser- 
vice, and constantly reiterating their symptoms. 
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Home is Factor 


An interesting fact develops in many neurotic 
students whose history goes back to the events in 
the home as an important factor in their eitiology. 
These students will repeatedly visit the clinic for the 
sole purpose of confiding in the nurse, unburdening 
their worries, confessing their weaknesses, and seek- 
ing her guidance much as a troubled child would 
cling to its mother for solace. There seems to be no 
doubt that the nurse fulfilled in their minds the long 
needed counsel of a sympathetic parent. 


French, of the Psychoanalysis Institute, Chicago, 
states that cases of asthma may be precipitated when 
an overpowering mass of conflict cannot be overcome 
by the ego. He believes that emotional conflicts in 
these cases seem to be directed toward fear of loss 
of the mother’s love. 


Neuro-Dermatitis 


Circumscribed neuro-dermatitis is a strange phase 
of neurosis. Simulations of allergic rashes, erythema 
of thermic or other origin, eczema and urticaria have 
all been seen in the college clinic in neurotic students 
who suffered one or more of these dermal disturb- 
ances. These symptoms occurred in some cases when 
the patients were aroused mentally by anger, dis- 
appointment or worry. 


One case, discharged from the Army for this 
malady, who gave no history of any form of allergy, 
would flush with an itching dermatitis, and during 
such attacks he could not account for even a probable 
cause except nervousness. 


Asthenia Important 


Asthenia, a type rather than a pathological condi- 
tion, assumes importance in the neurotic syndrome, 
partly because of the so called neuro-circulatory 
asthenia which is sometimes seen in the asthenic 
individual, manifested by flushing, tremors. cardiac 
arrythmias and shortness of breath on slight exertion, 
and partly because of the psychogenic factors which 
may form the background of the asthenic type. 


Whether from psychic or physical causes an un- 
stable nervous system deprives the asthenic individual 
of normal muscle tone and co-ordination. Many of 
such students come to the attenion of the college 
doctor. 


Handicapped as they are by a weak body, but a 
compensatory active mind, these students suffer an 
inferiority complex, and go beyond their physical 
capacity to detract attention from their shortcomings. 


Heredity 


The boy or girl who is said to be “not college 
material” may be of this type. Heredity manifesting 
itself in defective neurons and endocrines may be 
the cause of the limited capacity of the failing 
student. These stoop shouldered, flat chested, under 
weight students are a problem for the coach on the 
athletic field. 
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They are not just poor players, but physically 
incapacitated ones who have failed to compete with 
stronger, but not more ambitious, athletes. 


These students are to be pitied rather than cen- 
sored. They have reached their physical capacity, and 
no amount of sharp criticism or skull practice in the 
gym will develop the strength and alert reflexes 
necessary in competitive games. 


Nervousness 


Nervousness has become so common in our lives 
today that it is accepted as normal — a sort of by- 
product of an active mind. The truth is that a case 
of “nerves” may mean a potential neurosis. The arrest 
or cure of this much neglected mental aberration 
will require medical diplomacy as well as medicine. 


The services of sympathetic but discerning physi- 
cians to readjust the patient's attention to things out- 
side himself, and the help, of occupational therapy, 
companionship and a carefully planned recreational 
program. 


There is no doubt that mental disease is increasing. 
Every large hospital now has its mental wards and 
its consulting psychiatrists. A few years ago this 
service was found only in institutions for the insane. 


Psychologic Wave 


Under present world conditions neurosis seems 
to be a psychologic wave which is inundating our 
populations wherever psychic tension exists — and 
too often with heart and other bodily ailments trail- 
ing in its wake. 


Whether the causes be emotional injuries in 
childhood or the price of ambition to excel in an 
era of high pressure living, it is being felt by our 
youth from the time they can drive the family car. 


The race for education has sent old and young 
to college — some too young and others too old 
to keep the pace. Scholastic competition is taking 
its toll as is competition in industry, and there is no 
better place to observe the effects of the resulting 
neurosis than the college health service. 


Odds and Ends in..... 
(Continued from Page 674) 


American Academy of Occupational Medic'ne. As of 
October 10, 1954, the above described Board was 
authorized and definitely established, and is now on 
a permanent basis. 
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Clinical Note on Mastitis 





By JosEPH B. RADDIN, M. D., PHOENIX 


Definition 


The definition of the word mastitis is ‘‘inflam- 
mation of the breast’. 


The word “Mastitis” is frequently used incorrectly 
to denote a painful nodule in the female breast which 
is not inflammatory. Chronic cystic mastitis, the term 
used to describe the common mass in the breast 
which is tender to palpation, is thought to be due to 
abnormalities of estradiol or progestin stimulation, or 
abnormal responsiveness of the milk glands or ducts 
to hormone stimulation. 


Few “lumps in the breast’ are cancerous, few need 
be biopsied or removed, and the vast majority are 
not a true inflammation of the breast, nor of a cir- 
cumscribed portion or lobule of the breast tissue. 
They are readily amenable to hormone therapy and 
the earlier therapy is instituted, the more promptly 
will the tender mass disappear. 


Etiology 


My clinical experience suggests that the vast majori- 
ty of painful nodules palpated in a female breast are 
due to disturbances of milk gland function caused by 
progestin deficiency. Almost invariably associated are 
menstrual irregularities or abnormalities of some na- 
ture. Ovarian hypofunction can account for these 
disturbances in that the progestin deficiency can only 
be due to failure of ovulation, failure of formation 
of an adequate corpus luteum, or failure of adequate 
anterior pituitary stimulation of the corpus luteum 
to secrete normal amounts of progestin. 


Therapy 


Ideal therapy is stimulation of abundant ovarian 
function. Since this will ordinarily take several 
months to accomplish, progesterone therapy can be 
immediately instituted in addition to other indicated 
medication. 


Basic stimulating therapy for ovarian function is 
0.1 mg. stilboestrol orally daily continued for many 
months. 


In addition, since thyroid function, whether or not 
clinically depressed is almost always also below nor- 
mal, one grain thyroid daily is usually indicated 
with the stilboestrol. 


The only additional medication which has been of 
practical value in my practice to stimulate regular 
ovulation is the intravenous administration of gon- 
adotropic hormone of pregnant mare serum. I per- 
sonally prefer Gonadogen (Upjohn) because it is 
available in vacuum dried, sealed ampoules in in- 
dividual size doses. Gonadogen is administered the 
fifth and tenth days following the enset of men- 
struation. Adequate dosage repeated two or three 
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successive months is, in time, followed by evidence 
of regular ovulation. The basal body temperature 
chart is an excellent manner by which to follow 
progress of therapy. 


To give some measure of prompt relief from the 
distress caused by the painful lump in the breast, 50 
mg. of progesterone in oil is administered on alter- 
nate days for three or four doses the week immediate- 
ly preceding the expected onset of menstruation. This 
course of progesterone is repeated successive months 
until the mass in the breast and local soreness disap- 
pears. 


Suggestion 


It is suggested that progesterone in oil, together 
with stimulation of ovarian function, be prescribed 
early when a tender mass is plapated in the female 
breast. “Continued observation” does not cure. Sur- 
gical removal is not indicated since the lesion of 
chronic cystic mastitis is due to a hormone abnor- 
mality. 


One Sign More in Pediatrics 


By Dr. RAMON GUZMAN P., 
TACAMBARO, MICHOACAN 


After my numerous observations in children whose 
ages varied between two and seven years, and in 
whom were encountered some or many parasites of 
the type known as ascaris lumbricoides, I was able to 
conclude that there is a constant sign that gives clinic- 
al evidence of this disease. 


The sign in question is looked for by percussion 
and is encountered in the region of the epigastrium 
in the following manner: With the index finger of 
the left hand placed flat upon the region of the epi- 
gastrium there is made a light pressure downward 
carefully maintaining the position of this finger (the 
percussed one) all during the exploration; it im- 
mediately follows that there are given percussion 
blows with more intensity than those normally ac- 
customed to being given but placing them spaced 
further apart. 


When the sign is positive it will be- possible to 
perceive clearly a kind of wave of return (at times 
several and rapid) of very short duration which cor- 
responds to the wave of pressure that the percussion 
initiated in the epigastrium. 


This wave of return is produced by the vigorous 
contractions of the ascaris excited by the wave of 
percussion. Naturally they are much more obtainable 
and prominent with a more important number of 
parasites. 
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FREDERICK P. BorNSTEIN, M. D., Epiror — Case No. 694 


PRESENTATION OF CASE BY Dr. I. A. BUDWIG 


History BY Dr. J. M. VEROSKY 


Dr. I. A. Budwig 


What I plan to do with such a long history and 
physical examination, rather than just read it over one 
time and then discuss it, is to go paragraph by para- 
graph and try and give some differential diagnoses 
as I go along. Then I will have Dr. Ravel go over 
the X-rays, and Dr. Verosky go over the electrocar- 
diograms; then I would like the microphone again 
to try and sum up the case. 


History 


This patient was admitted June 1, 1956, and ex- 
pired July 18, 1956. This was the third admission of 
this nine-year-old Mexican girl, brought to the hos- 
pital because of cough and fever. She had been in 
her usual state of health until two weeks before ad- 
mission, when she developed a febrile illness with 
rash, diagnosed by her mother as regular measles. 
Though the rash had begun to fade, cough and fever 
persisted. There had been some shortness of breath 
and left anterior chest pain for three days. There had 
been a six pound weight loss during the present ill- 
ness. 


Dr. Budwig — Comment 


I think we all will probably agree that this child 
did have measles and that she had a pneumonia 
secondary to her measles, which is not uncommon. 


History Continued 


Family: Father 45 years of age, mother 40 years 
of age, and nine siblings, all living and well; one 
sibling dead from unstated cause. No known tub- 
erculosis, diabetes, rheumatic fever, cancer or mental 
illness. Prenatal, natal and neonatal: uncomplicated. 
Nutrition: had never eaten or gained well, always 
thin. Development: crawled at 11 months of age, 
walked at 18 months, talked at 15 months. Immuniza- 
tions: diphtheria, pertussis, and smallpox in infancy. 
Contagious illnesses: none except for present illness. 
Contagious exposure: none except to measles before 
present illness. 


Systemic review: Essentially negative except for 
cardio-respiratory system. Hospitalized elsewhere in 
1947 and 1948 for pneumonia. Hospitalized in this 
institution twice in 1950 for bronchopneumonia. Dur- 
ing the 1950 admissions, physical examination of the 
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heart was normal. Between February of 1955 and 
January, 1956, the child was seen in cardiac clinic on 
nine occasions, 


The findings during these visits are variously re- 
corded, but generally there were noted: cardiomegaly ; 
a palpable pulmonary closure; point of maximal im- 
pulse at apex; an intense pulmonie second sound, 
louder than the aortic second sound, splitting not 
recorded ; a grade three systolic murmur in the second 
and third left interspaces adjacent to the sternum, 
contour not recorded; a loud apical systolic murmur 
was occasionally recorded without detailed descrip- 
tion. 


Electrocardiograms 


Electrocardiograms in February and September of 
1955 showed first degree atrioventricular block and 
2 to 4 mm. depression of ST segments in I, II, III, 
AVF, and V-2 through V-5, but no abnormal R or S 
wave voltage. C-reactive protein, sedimentation rate, 
white blood count, and urinalysis were unremarkable. 
At no time were any symptoms of rheumatic fever 
reported. Prophylactic oral penicillin was prescribed 
but was taken only sporadically. 


Dr. Budwig — Comment 


What kind of heart disease did this child have at 
this time? Was she an old rheumatic, undiagnosed, 
that had shown up in the clinic and was quiescent at 
this time or did she have some type of congenital 
heart disease which may not have been noted on pre- 
vious admissions to the hospital, or did she have one 
of the obscure heart diseases such as beri-beri, thyroid 
or one of the metabolic diseases, or any of the col- 
lagen diseases other than rheumatic fever? 


History Continued (Physical Examination) 
T. 103 P. 120 R. 30 P. B. 110/72 


Weight 45 pounds, This was a poorly nourished 
and poorly developed child appearing moderately 
chronically ill. There was slight dehydration and 
mild dyspnea. There was mild inspiratory retraction 
of the intercostal spaces. There was a questionable 
friction rub over the right lateral and posterior chest, 
obscured by many coarse rales throughout both lung 
fields, specially in the bases. The heart was not en- 
larged to examination, and no murmurs were heard. 
There was slight tenderness ‘of the right upper abdom- 
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inal quadrant, but liver, spleen and kidneys were not 
palpable. There was a fading generalized macular 
rash without desquamation. There was mild pallor 
but no cyanosis or clubbing. 


Dr. Budwig — Comment 
So, on physical examination again it would appear 
to be measles with secondary pneumonia, unresolved. 


History Continued (Hospital Course) 


During the first seventeen days of hospitalization 
the child was treated with rest, aspirin, and antibi- 
otics, including penicillin, gantrisin, chloroaphenicol, 
tetracycline, and erythromycin, During this time, 
though chest pain became less, there was no general 
improvement. Temperature continued to spike to 101 
to 103 degrees; poor appetite, malaise, weakness, un- 
happiness, cough, mild tachypnea, tachycardia, inter- 
mittent abdominal discomfort, and numerous rales 
continued, 


By June 18, the following additional findings had 
developed: a weight gain of 21/, pounds; mild edema 
of face and legs; distention of neck veins, tenderness 
and enlargement of the liver (four cm.) ; poor heart 
tones; a grade three plateau medium and high fre- 
quency murmur throughout systole, loudest at the 
apex with good transmission to axilla and back; a 
grade two short mid-diastolic low frequency rumbling 
non-transmitted apical murmur; a basilic venous pres- 
sure of 190 mm.; gross cardiomegaly. 

All antibiotics except oral daily dose of penicillin 
were stopped. The patient was digitalized ; mercurials 
were given; oral sodium was restricted to 300 mg. 
daily. 

Dr. Budwig: Comment 

Obviously, this child is now in heart failure. Again 
it goes back to what type of heart disease did she 
have the previous year when she was in the cardiac 
clinic. She was started on oral metacortone with the 
thought that this child was in failure and probably 
was having a recurrence of rheumatic fever. I sat in 
on a discussion one Saturday morning on this child, 
although I didn’t see the child, about the 25th of 
June. We discussed whether she had rheumatic fever 
and whether the cortisone therapy "was the correct 
thing to do. 


History Continued 

Oral pregnisone-pregnisilone therapy was begun on 
June 18. The dosage employed was 60 mg. daily for 
two days; then 50 mg. daily for three days; then 40 
mg. daily until two days before death, when the daily 
dose was decreased to 30 mg. and then to 20 mg. 


Twenty-four hours after initiation of the above 
regime, the child was remarkably improved. The tem- 
perature became normal; the pulse rate decreased to 
90; edema disappeared ; the liver became non-tender 
and returned to one cm. below the costal margin; ap- 
petite was better; the child became less miserable, 
though never having true well-being; heart tones be- 
came of good quality. 
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The murmurs and rales continued, but dyspnea and 
tachypnae did not. Except for three isolated tem- 
perature spikes to 100, 101 and 103 degrees, the 
child did quite well for two weeks, though no further 
improvement could be documented after the first 
days of decongestive and steroid therapy. 


Glycosuria appeared on June 20. Insulin was be- 
gun on June 28, doses usually being 5 units of regular 
insulin twice or thrice daily, with good control. No 
insulin was required after July 13, and no glycosuria 
recorded after July 15. 


Dr. Budwig — Comment 

So she had a transient glycosuria, cause unknown. 
Did she have diabetes, or was she a latent diabetic 
and did the cortisone therapy cause the latent diabetes 
to show up? Did she have severe tubular damage of 
any kind, or did she have some type of pancreatic 
involvement causing this transient glycosuria ? 


History Continued 


Tetracycline was resumed June 26. Other therapy 
included oral vitamins and iron; aspirin had been 
given in a daily dose of 1.8 grams since the day of 
admission. 


Oral moniliasis was noted on July 6 and persisted 
until death, despite local gentian violet and systemic 
mycostatin therapy. 


Fever returned on July 5 and continued with in- 
creasing severity and moderate tachycardia. The child 
began to complain bitterly of left anterior chest pain. 
Chest findings became more marked, with dullness, 
bronchial breath sounds, and many fine and coarse 
rales, specially over the left lower chest. Dyspnea and 
cyanosis appeared and eventually became marked, to- 
gether with malaise and weakness. 


Oxygen was used during the last week. Cardiac 
findings did not change; there was no recurrence of 
hepatomegaly, edema, venous distention. During the 
last thirteen days, therapy included penicillin, ilotycin, 
chloroamphenicol, alevaire, and gamma _ globulin. 
However, the child continued to deteriorate; eventual- 
ly she became semi-comatose, and died quietly twelve 
hours later. 


Dr. Budwig — Comment 


Obviously she still had her unresolved pneumonia 
which gradually became worse in spite A antibiotic 
therapy; whether the pneumonia was due to a fungus 
such as moniliasis, generalized, it is difficult to say, 
but I imagine that they did find moniliasis in the 
chest. She had a great amount of antibiotics, she had 
cortisone, she was a child that was below normal, 
mal-nourished, so everything was right for a general- 
ized moniliasis. 


History Continued (Laboratory Findings) 


On admission: hemoglobin 13.3 gms. WBC 15,500 
(76 segs., two stabs, 21 lymphocytes, and one bas- 
ophile) voided urine, specific gravity 1.020; albumin 
1+WBC 8-12/PPF, few granular casts. Subsequent 
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blood studies showed hemoglobin usually about 10 
grams; WBC 12,000 to 15,000, always with left 
shift. Eosinophile count (June 25) 250; platelets 
(July 6) 410,000. 


Urine sugar negative on June 12 and June 19; 
subsequently 1+ to 4+. Acetone usually negative, 
occasionally trace. Frequent voided urines showed 
yeast cells microscopically. Six blood cultures obtained 
between June 18 and June 21 were negative. 


Three gastric washings for acid-fast bacilli were 
negative. Intradermal tests with coccidioidin, histo- 
plasmin, blastomycin, and PPD Nos. one and two 
were negative, as was PPD #2 on June 18, 


Antistreptolysin-0 166 units and C-reactive protein 
4+ (June 19). Sedimentation rates: June 25 — 25; 
June 29 — 18; July 3 — 2; July 6 — 4; July 13 — 
30; July 16 — 49. 


Glucose tolerance (June 26) ; Fasting, 227; /% hour, 
370; 1 hour, 397; 2 hours, 405; 3 hours, 380; 4 
hours, 375. 


Throat culture (June 4): N. Catarralis; pneumono- 
cocci, yeasts; BVN (July 18) 45.5 mg%. 


Dr. Budwig — Comment 


This child obviously had some type of kidney dis- 
ease, considering the laboratory findings on admis- 
sion. If you just had the blood count alone, you 
would almost think of a nephritis, or perhaps a 
urinary infection. However, she did have some gran- 
ular casts, so I think in the final diagnosis the picture 
of an acute urinary infection or one of glomerulo- 
nephritis should be considered. 


Now, back to the blood count — to the eosinophile 
count 250, June 25, and this was after she had been 
on cortisone for a week. This is not markedly ele- 
vated; normal eosinophile count is probably around 
100 to 200, so this is not markedly elevated, not one 
up in the thousands which would make you think of 
some type of Loeffler’s pneumonia or something 
along that line. 


Blood Cultures 


Six blood cultures were negative. With the child 
having rheumatic fever, or presumed to have rheuma- 
tic fever, they probably were looking for subacute 
bacterial endocarditis to explain the variety of symp- 
toms, the long course, and the poor response. I think 
having had six negative blood cultures doesn’t ab- 
solutely rule the disease out, but it helps. 


I think tuberculosis is something that should be 
tuled out, and I think we can rule out the fungus 
infections and the acid-fast infections. The only thing 
not recorded is a serology. 


The chances are not great that this would be 
syphilis, but there is such a variety of symptoms here, 
and as one great medical man said, “If you know 
tuberculosis and you know syphilis, you know med- 
icine” ; and when you have a case like this, you can’t 
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be too far off in including them in the differential 
diagnosis. 


Antistreptolysin titers are non-specific but here 
they are high enough that if you thought a child 
might have rheumatic fever it would help to confirm 
the diagnosis. 


Chronically Ill 


However, this child had a pneumonia, she was 
malnourished, chronically ill, and again, she might 
have had a strep infection with her measles and that 
would cause the antistreptolysin-0 titer and the C- 
reactive proteins. It doesn’t necessarily clinch the 
diagnosis of rheumatic fever, which by the way, I 
don't think it was, 


Sedimentation rates varied from 25 to 49. They 
did go down at one time, but I don’t think they are 
too significant. Glucose tolerance test, fasting, was 
227 which is high with a diabetic curve, but that 
doesn’t necessarily mean+that she had diabetes mel- 
litus. Throat culture was not too significant. BVN 
was 45.5 which shows some retention. 


Next come the electrocardiograms and I will ask 
Dr. Verosky to discuss those. 


Dr. J. M. Verosky 


July 2, which was late in her hospital stay, her 
rate had slowed with her therapy, the P-R interval 
was normal. Now of course the change in the P-R 
interval from a prolonged to normal under steroid 
therapy does not make the diagnosis of rheumatic 
fever. This is a non-specific effect that can be pro- 
duced in perfectly normal people; if you put them 
on steroids, their P-R interval will shorten. 


The Q.T interval for a child this age indicates good 
digitalis effect. The most delicate EKG finding in 
following digitalization in the child is the effect on 
the Q-T interval. The two to six mm. depression of 
the S-T segments to one, two and three and across 
the board essentially can mean one of two things; it 
could mean myocarditis; on the other hand, she had 
these findings a year before her acute illness and it 
could mean a biventricular hyperthophy. 


Chest Leads 


In her chest leads she had an RSR pattern in AVR 
with an S wave of 17 mm. In a nine-year-old child 
the mean S-wave in AVR is about 8 mm., the absolute 
top maximum ever recorded on a normal child is 16 
mm. 17 mm. is abnormal, and points toward left 
ventricular hypertrophy. The V-1 RS pattern had an 
R of 30 mm. In this age child, the mean R wave is 
only 4 mm. but you can get R-waves up to 16 mm. 
30 mm. is obviously grossly abnormal and points to 
right ventricular hypertrophy. 


The S-wave is 28 mm; an S wave in a V-1 lead 
of a child this age has no real meaning. It is scat- 
tered all the way across the board but again, 26 is 
top normal, and 28 is abnormal and points toward 


SOUTHWESTERN MEDICINE 





tial 


ere 
ild 


was 
ght 
hat 

eo 
the 


ney 
are 
vas 
hat 
el- 
IN 


ask 


ner 
val 
-R 
vid 
tic 


em. 


ad 








left ventricular hypertrophy. The V-6 QR pattern, 
the Q-wave of 7 mm., is abnormal. In a child of this 
age an R-wave of 60 mm. is of course horribly ab- 
normal. The mean R-wave in V-6 in a 9 year old 
child is 13 mm.; top maximum under any conditions 
is 22 mm. so this is almost 3 times normal. 


In summary, you can say that this child has normal 
conduction and has evidence of right and left ven- 
tricular hypertrophy and may have some evidence of 
myocardial damage in both right and left ventricles. 


X-Ray Discussion — Dr. Vincent M. Ravel 


I have the films in sequence. This is the first film 
taken. With a history compatible with measles and 
fever this is certainly the sort of broncholobular type 
of pneumonitis cne sees following the acute exan- 
themata. 


We didn’t consider that it was anything particularly 
remarkable except that we did point out there was 
some obscuration in the cardiac silhouetté, most prob- 
ably by a pneumonia. The second examination show- 
ed some decrease in the patchy areas which we as- 
sumed was a response to the antibiotics. 


In a recumbent film we weren't quite sure that this 
was a big heart. It might have been taken at a 
diastole, and we thought, well, the patient is improv- 
ing and it may be top normal. However, on the third 
examination, we felt that there was definite evidence 
of a pericardial effusion. 


With the marked enlargement of the cardiac sil- 
houette and the incomplete resolution of the pneumo- 
nitis which obviously was not as acute as originally 
assumed, we felt that on the 18th that it was time 
now to start considering some of the more chronic 
pulmonary lesions. 


No Significant Change 


Then the progression throughout the remainder of 
the course shows no really significant change in these 
patchy areas throughout both lung fields or in the 
size of the cardiac silhouette. There is some sugges- 
tion of a miliary distribution of these lesions. 


A sub-acute bacterial endocarditis throwing out 
multiple septic emboli would certainly fit this pic- 
ture. In the back of our mind we always kept think- 
ing about a miliary tuberculosis with a possible tuber- 
culous pericafditis and tuberculous myocarditis. 


The last picture that we see has these multiple areas 
of edema and we thought of an accompanying azote- 
mia. So the picture that we see is a chronic pneumoni- 
tis, somewhat miliary, with accompanying pericardial 
effusion and possible myocarditis, We kept ham- 
mering on tuberculosis, but apparently the skin tests 
and gastric washings couldn’t confirm this or the 
other fungus diseases. 


Dr. F. P. Bornstein 


In view of the emphasis that Dr. Verosky, in the 
interpretation of the electrocardiograms, put on car- 
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idac hypertrophy, can you correlate the X-ray find- 
ings with this electrocardiographic interpretation? 


Dr. Ravel 


We considered a pericardial involvement rather 
than an actual ventricular or cardiac chamber enlarge- 
ment. One of the reasons was the lateral view which 
did not give us the impression that this was a par- 
ticularly large heart, either toward the sternum or 
posteriorly. 


If you had any size ventricular enlargement we 
would expect maybe some displacement of the esopha- 
gus and we would expect some encroachment by the 
left ventricle posteriorly. Even on the oblique view 
I don’t really think there is what I would call cardiac 
chamber enlargement. 


Dr. Budwig 


You have a nine-year-old girl, chronically ill, with 
a various number of symptoms and signs and the 
temptation here is, or the natural problem here in 
diagnosis, is whether you want to take each symptom 
and diagnose. it separately or whether you want to 
take the whole shebang and put it under one name. 


Many times it can be difficult to try and tie up 
many different organ syndromes and put them into 
one name. If we were to do it singly, we know this 
child has a heart lesion, that at one time was thought 
to be rheumatic fever. 


She had a pneumonia, I think, that has progressed 
and she has some kidney findings. She has an elevated 
BVN and she had some albumin and some casts and 
white blood cells, and she had a transient glycosuria. 


Diagnosis 

My diagnosis is that this child had measles with a 
secondary pneumonia and that she had a periarteritis 
nodosa. This is not a common disease in children, 
but it does occur, I think you can wrap up most of 
the symptoms of periarteritis nodosa into one here 
except for possibly the pneumonia secondary to the 
measles, certainly the heart and kidneys. 


You often see symptoms of nephritis, and as far 
as the transient glycosuria is concerned, although it 
is uncommon, occasionally there are lesions in the 
pancreas which may cause a transient glycosuria. 
This could all probably be explained on the basis of 
a sub-acute bacterial endocarditis also. With the nega- 
tive blood cultures you kind of doubt it, although it 
still could be. 


Another Point 


Another point, in the kidneys, if you have severe 
tubular damage you can get a diabetes without any 
abnormality of the pancreas. I have one patient right 
now with a nephrosis who has been going along two 
years in terrible shape, had five courses of ACTH. 
He has a high blood sugar and 4+ sugar in his urine 
and acetone. However, I think this child’s main pa- 
thology was a periarteritis nodosa, 
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Discussion — Dr. C. P. C. Logsdon 

I don’t recall when I first saw this child, but I 
think I was one of the first to see her and while she 
was not typically a rheumatic on the basis of her mur- 
murs, she was even less typically anything else. She 
had a normal sedimentation rate. I didn’t recall the 
first degree atrial block which Dr. Verosky pointed 
out; I thought that was normal, too. 


Anyway, I finally decided she was probably an in- 
terim rheumatic who had suffered cardiac damage. 
The murmur that was not explained was not the 
apical murmur; the apical murmur was fairly typical 
of a mitral regurgitation. 


Systolic Murmur 


I don’t recall her having an enlarged heart but 
there was a systolic murmur, a rather rough murmur, 
right along the left border of the sternum up toward 
the pulmonic area. On subsequent occasions she al- 
ways looked chronically ill, pale, always pale, did not 
have an anemia, though, as I recall, and I regarded 
her as a rheumatic and didn’t pay much attention 
to her. 


One day Dr. Appel called me in and said we have 
no proof that this child is a rheumatic, so we went 
over everything again and | still had the impression 
that while she was not a typical rheumatic, that she 
was probably a rheumatic. 


Final Impression 


Dr. Appel subsequently went over her again, | 
think, and made a note that it was his final impres- 
sion that she was a rheumatic, too, although there 
were some unexplained features. Then when I saw 
her again in the ward after she was definitely in heart 
failure, she had a gallop rhythm; I think at that stage 
of the game no child can ever be said to have typical 
findings of mitral stenosis. 


Certainly these mid-diastolic murmurs can be caused 
by other things as well as the systolic murmurs but it 
seemed fairly characteristic of what we see in acutely 
edematous valve and what usually turns out to be a 
more or less acute mitral stenosis. It was my impres- 
sion at that time that she had acute myocarditis. 


I didn’t pay too much attention to the pulmonary 
lesion because they are not too uncommon in children 
who are suffering from exacerbations of rheumatic 
fever. Then, on another occasion I saw her, sometime 
before she died. She seemed very much better. 


Dr. Saul B. Appel 


I don’t remember seeing the child in the clinic, I 
think we should all keep an open mind about the 
etiology of any cardiac until we are absolutely sure 
what it is, In a child with these findings in the clinic 
I think it is a healthy attitude for us every now and 
then to say to ourselves, ‘is this really what we 
have been following it for?’’. Apparently in the end 
we decided the child did have a chronic rheumatic 


heart. 
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Dr. T. S. Martin 

I would like to suggest disseminated lupus. I look 
favorably on that possibility because she had four or 
five episodes of pneumonia which is a common past 
history in lupus. In addition, she had a well devel- 
oped set of murmurs that went away and then came 
back again, and she had a renal involvement with 
elevation of the urea nitrogen. I think very likely 
that the pulmonary findings with which she came 
into the hospital may have been due to lupus, al- 
though very possibly a yeast infection took over as the 
terminal pulmonary disease, and therefore little im- 
provement occurred under the steroid therapy. 


Dr. Thaddeus W. Cap, Lt. Col., MC, Chief of 
Pediatric Service, William Beaumont Army 
Hospital 

This patient had had pneumonia four different 
times in her life and she had definite bilateral disease 
in the last illness. She was Very much undernourished, 
and the possibility of cystic fibrosis of the pancreas 
should always be considered in such a patient. I can- 
not explain why she should have so much difficulty 
the first several years of her life and then go ap- 
proximately six years without any recurrence of her 
pneumonic process. 

It occurred to me as I looked at the X-rays that 
this could be a staphylococcus infection. These pa- 
tients get little lung abscesses scattered in a miliary 
fashion throughout the lung. Her terminal course, | 
think, was probably a monilial infection. 

I think this is not uncomsmoh nowadays with the 
use of antibiotics. There is the possibility of a sub- 
acute bacterial endocarditis on the basis of a monilial 
infection. I think that in the final analysis, however, 
you keep going to one of the collagen diseases, and 
myself, I would !ean a little more, as Dr. Martin does, 
toward a lupus rather than periarteritis nodosa. 


Dr. Mervin H. Schwartz, Capt., MC, 

Asst. Chief 
Chief of Pediatric Service, William Beau- 
mont Army Hospital 

In spite of the negative skin tests and the negative 
gastric washings, we could have a patient who had 
miliary tuberculosis and who had become anergic. 


Dr. M. B. Cohen 

I can’t add much to so many learned discussions, 
steroids, deep discussions of electrocardiograms, and 
so forth. I do wonder though in a patient who has 
had repeated bouts of pulmonary difficulty whether 
it is pneumonia or otherwise; and where there is no 
way to make a diagnosis on the basis of the pictures 
here, whether or not a bronchoscopy might have been 
helpful. 
Clinical Diagnosis: Rheumatic heart disease, chrcn- 

ic pneumonitis. 
Dr. Budwig’s Diagnosis: Periarteritis nodosa. 
Pathological Diagnosis 

1. Cardiac malformation with common truncus ar- 


teriosus (cor biatriatum triloculare). 
2. Mitral insufficiency due ot rheumatic fever. 
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3. Bilateral pulmonary coccidioidomycosis with 
dissemination to kidneys, spleen and lymph 
nodes. 


Pathological Discussion: Dr. Bornstein 

. On autopsy we found a nine-year-old emaciated 
gitl. The left pleural cavity was obliterated by fibrous 
adhesions. The right pleural cavity contained about 
100 cc. of cloudy fluid. The pericardial sac contained 
about 50 cc. of cloudy fluid. The heart weighed 360 
grams which represents a good-sized adult heart and 
therefore a tremendous hypertrophy in a child nine- 
years-old. 

The left ventricle measured eight, the right ventri- 
cle measured fifteen mm. in thickness which again 
represents a hypertrophy to adult size. The mitral 
valve measured eight cm. and was definitely in- 
competent, with thickening of the mitral valve leaf- 
lets. This is evidence of a preceding rheumatic heart 
disease and microscopic examination confirmed this 
finding. In addition, a rather unusual cardiac mal- 
formation was found. 





Figure 1 


Protocol Quoted 

To quote the autopsy protocol, it consisted of the 
following abnormalities: “There exists a riding com- 
mon truncus arteriosus which arises from the right 
ventricle. Two coronary ostia arise m the aortic cusps. 
Somewhat higher up two pulmonary arteries branch 
off and then the artery becomes a normal aorta with 
its branches. 

“The connection with the left ventricle is through 
an opening in the interventricular septum which con- 
nects with the left ventricle beneath the anterior leaf- 
let of the mitral valve. The common aortic valve 
measures 6.5 cm. in greatest diameter and as men- 
tioned above, has normal coronary ostia.” 


Two Blood Streams 


This means that the blood flowing into the right 
ventricle would go from there through the small pul- 
monary arteries into the lungs or back into the aortic 
circulation. The blood from the lungs would go into 
the left ventricle and through the opening in the 
septum back into the right ventricle, this by necessity 
must produce a crossing-over of two blood streams 
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(Fig. 1). It is very amazing that the child lived that 
long, with such a malformation. 

It is well known that such malformed hearts are 
subject to super-imposed rheumatic infection as has 
happened in this case. In addition, there was severe 
passive hyperemia of the liver with foci of necrosis 
indicating that the child was in cardiac decompensa- 
tion. The adrenal glands were atrophic, as is com- 





Figure 2 


monly the case after treatment with cortisone type 
preparations. The kidneys did not show any signifi- 
cant changes and we can assume that the glycosuria 
was also due to the cortisone preparations, 


Lung Findings 

The next important findings were in the lungs. 
The right lung weighed 500, the left 755 grams 
Both lungs were extremely firm in consistency and 
studded with innumerable nodules. On sectioning, 
the entire tissue of the left lung was replaced by yel- 
low, firm, consolidated tissue (Fig. 2). On micro- 
scopic examination a diffuse exudative pneumonic 
process was revealed and the alveoli contained in- 
numerable typical organisms of coccidioidomycosis 
(Fig. 3). The skin test was negative in the face of 
such extensive infection because the infection was 
overwhelming and did not produce any granulo- 
matous response except in a small area in the kidney. 


Page 683 





#@a,r 





Figure 3 


Summary 


In summary, then, this —- a case of a child 
who was born with a cardiac malformation, upon 
which a rheumatic inflammation was superimposed. 


Coincidental with this rheumatic infection was a pul- 
monary lesion which may or may not have been cocci- 
dioidomycosis at the outset. Cortisone treatment was 
used successfully to bring the rheumatic process under 
control. However, it was probably instrumental in 
promoting the widespread coccidioidomycotic pneu- 
monitis. 


Di-Phenthane-70 . 
(Continued am ~— 671) 


ner as those having tapeworms. No benefit occurred 
in either case. 


Summary 


Twenty patients with diagnoses of tapeworm were 
treated with Di-Phenthane-70, a drug much used for 
this purpose in veterinary medicine. Of the 15 pa- 
tients who took the full dose of the drug and had 
adequate follow-up, all had apparent cures. No 
toxicity was noted in any patient receiving the tablets. 
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